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SURGERY OF THE KIDNEY* 





E. 8S. Jupp, M. D. 
Rochester, Minn. 





The improvement and development of the 
surgery of the kidney have been brought about 
largely by a better understanding of the patho- 
logy, and also by the more modern methods of 
clinical“ and laboratory which 
have enabled us to determine more accurately 
than heretofore the existing condition. Impor- 
tant changes have also been made in the surgical 
technic. 

Congenital anomalies—Some of the con- 
genital anomalies which affect the kidney may 
have a very important bearing on any surgical 
procedure. The horse-shoe kidney occurs quite 
frequently, and in certain cases one-half of it 
may be diseased and the other half normal. 
This condition will often be encountered with- 
out any previous knowledge of its presence, 
and the fact that the two kidneys are fused 
adds greatly to the difficulties of the removal 
of the diseased portion. It should also be re- 
membered that one kidney may be imperfectly 
developed or that there may be a congenital 
absence of one kidney. These conditions 
especially call attention to the importance of 
determining whether or not both kidneys are 
present and what their functional capacity is 
before any operation is undertaken. Should it 
be impossible to make sure that both kidneys 
are present and functioning at the time of the 
examination, it may be necessary to explore 
both sides before deciding to remove the in- 
fected kidney. If one kidney is absent or not 
functioning, the remaining kidney will be 
twice its normal size. 


examination 





*Presented before the Minnesota State Medical 


Asso- 
ciation, Minneapolis, October, 1919. 


The kidney may be congenitally displaced, 
and if so it is usually found at a level with 
the promontory of the sacrum. This condition 
is known as pelvie or ectopic kidney and dif- 
fers from the floating or movable kidney in 
that the renal vessels may arise from the com- 
mon or internal iliac vessels, and the pedicle 
of the kidney may be short so that it is more 
or less fixed in the pelvis. A pelvic kidney 
may be normal in functionating capacity and 
cause no trouble, or it may be afflicted with 
any of the pathologic conditions which arise in 
a normal kidney. A kidney in the pelvis is of 
great importance from the standpoint of 
diagnosis. Several times a right side infected 
ectopic kidney has been approached on the 
presumption that the condition was an appen- 
diceal abscess. It seems advisable to have a 
pyelogram made in all the uncertain cases of 
pelvic tumor in which an ectopic kidney may 
be the tumor. In a series of 19 cases of pelvic 
kidney previously reported 9 of the patients 
required operation because the kidney was 
pathologic. In the other 10 cases, the kidney 
was apparently functioning normally. 

The movable and the floating kidney have 
ceased to occupy an important place in surg- 
ery. At one time the surgeon considered it 
advisable to fix in the normal position all kid- 
neys that seemed to lie too low or to be too 
movable, but at the present time, the mere 
position of these kidneys is not deemed an in- 
dication for operative treatment. Usually, 
this condition of general visceroptosis is asso- 
ciated with the syndrome of general neuras- 
thenia and will not be benefited by surgery. 
Undoubtedly, at times the floating kidney as- 
sumes a position which causes a change in the 
position of the ureter, so that the flow of the 
urine is obstructed and an_ intermittent 
hydronephrosis, which can be determined by 


a special examination, results. In such cases 
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Fig. 1. 
suggested by Dr. W. J. Mayo. 


surgical treatment is usually advised, although 
it does not always obtain the best results. Oc- 
easionally, it may seem advisable to fix a float- 
ing kidney to relieve symptoms produced by 
its abnormal position; but more often inter- 
ference with function is the factor which de- 
cides whether or not operation should be done. 


Contusion and rupture of the kidney.—This 
injury may occur without any external evi- 
dence of trauma over the kidney area. The 
initial symptom is bloody urine and, if the in- 
jury is not extensive, this may subside without 
further trouble. If the hemorrhage is severe 
and continuous I believe it is advisable to ex- 
plore early, in view of the fact that the lacera- 
tions may have extended through the pelvis or 
involved the ureter, and, as a result, the 


parenchyma will surely become infected, 





Line of skin incision in kidney operations as previously 


eventually destroying the kid- 
ney. In some of these cases, 
the injury to the vessels, 
ureter, and pelvis is un- 
doubtedly not so great but 
that they could be repaired 
by an early operation; this 
will enabie the kidney to 
functionate again. After the 
infection occurs in a ruptured 
kidney the chance of saving it 
is slight. Nephrectomy will 
often have to be resorted to 
in cases of severe injury. 





Hydronephrosis—If the 
escape of the urine from the 
kidney is suddenly and com- 
pletely arrested by ligation of 
the ureter, the organ ceases 
to secrete, and finally under- 
goes atrophy. It might be ex- 
pected that an unfavorable 
prognosis would follow liga- 
tion of the ureter and that 
eventually the kidney would 
have to be removed, but in 
not a single case of the many 
instances in which we have 
been obliged to ligate the ure- 
ter has a demonstrable 
hydronephrosis developed, and in no instance 
has it been necessary to remove the kidney. 
Experimental 





work on animals, and 
Caulk’s operative work on man have demon- 
strated that if the ureter is _ liberated 
after it has been ligated completely and 
has remained closed for as long as 14 days, the 
kidney tissue will gradually recover and func- 
tionate normally. Hydronephrosis, then, will 
not result from the ligation of the ureter, but 
it may, and usually does result from hinder- 
ance to the flow of urine during a long period. 
The altered position of the kidney or the pres- 
sure of an anomalous vessel on the ureter may 
eventually result in a hydronephrosis. At first 
the hydronephrosis will be intermittent; later, 
after changes have occurred in the kidney 
tissue, especially in the pelvis, the hydron- 
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Fig. 2. 


ephrosis will become permanent. A _ small 
hydronephrosis, with some dilatation of the 
calices, is not uncommon and may exist with- 
out producing symptoms. In view of the fact 
that surgery is not always satisfactory in these 
cases, it seems best not to be too urgent in 
advising it. If an anomalous vessel is the 
cause, the condition will be relieved by the 
division of this vessel, provided the hydrone- 
phrotie sae is not too large. If the cause of 
the condition is a stricture or an angling of the 
ureter a plastic operation at this point of the 
ureter would seem to be indicated. A number 
of these plastic operations have been done in 
the clinic in eases in which hydronephrosis 
was sufficient to produce marked symptoms 
and yet had not resulted in any destruction of 
the kidney. The results in these cases have not 
been generally satisfactory. Some patients 
have had recurring trouble which required 
nepthrectomy. The operation rescribed by 
Peck, ‘‘splinting the ureter’’, has proved very 
satisfactory in some cases. If the hydrone- 
phrotic sac is large and the calices markedly 
dilated, it will be best to resort to a nephrec- 


Kidney delivered into wound, ureter ligated a 


nd dropped back, ready for invagination into tube. 


tomy if the other kidney has been found to be 
normal. Undoubtedly these conditions are 
more than a mere dilatation or they would be 
entirely relived by a plastic operation at the 
point of narrowing. 

Pyogenic infections—Pyogenie infections of 
the kidney are common, and in most instances 
surgical treatment is indicated. If the infec- 
tion takes the form of a pyelitis or a pyelone- 
phritis, however, both kidneys are usually in- 
volved, and little can be accomplished by 
surgery. A common type of infection in the 
kidney occurs from several days to several 
weeks following attacks such as of tonsillitis 
and boils. The kidney receives the organism 
through the blood stream and the involvement 
occurs in the form of a single abscess or, more 
often, multiple cortical abscesses. This is in- 
dicated by chills, a rise in temperature, and a 
high leukocyte count, and usually by much lo- 
eal pain and tenderness, especially if the in- 
fection extends into the perinephritie space. 
A large perinephritie abscess sometimes forms, 
drainage of which is frequently sufficient. If 
multiple abscesses are found in the cortex 
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Fig. 3. Method of isolating cut off area, of a tuberculous ureter. 


with considerable destruction of the kidney 
substance, a nephrectomy is indicated. 
Pyonephrosis is that form of infection in the 
kidney in which suppuration is combined with 
obstruction to the outflow of the urine. This 
condition may result from infection  as- 
sociated with hydronephrosis or with stones 
in the pelvis or renal tissue. Bilateral 
pyonephrosis is frequently encountered in 
cases of severe cystitis complicated with prosta- 
tic enlargement and bladder stone. If the 
pyonephrosis is unilateral, nephrectomy is of- 
ten advisable. In some cases in which the in- 
fection is not severe or in which there is some 
contraindication to performing a nephrectomy 
the kidney pelvis and the kidney tissue may be 
drained although under ordinary cireum- 
stances the establishment of drainage in an 
infected kidney is not altogether satisfactory. 










It is often difficult to de- 
cide just how to proceed 
in eases of bilateral pyone- 
phrosis.s Many of these 
cases are associated with 
stone formation, and the 
phenolsulphonep hthalein 
output may be low and the 
blood urea high. It seems 
to me that the most con- 
servative method, the re- 
moval of stones from one 
kidney at a time, is best. 
In oceasional cases a sub- 
capsular nephrectomy will 
be required later because 





RN of remaining infection and 
eB persistent sinuses, but this 
=) ean be done at a time when 


the better kidney has re- 
sumed a good function. I 
\ believe that it is easier for 

ey the patient, even in the 
P eases of non-infected bila- 
teral nephrolithiasis, to 
have one side operated on 
at a time, the second opera- 
tion to be performed as 
soon as complete convales- 
cence has taken place fol- 
lowing the first. Stones 
in the kidney are most 
often formed in the pelvis or in one of the 
ealices, although they may occur in the kidney 
tissue. Caleareous formations in the kidney 
are frequently multiple. They are ordinarily 
determined by x-ray examination, but even 
when the x-ray shows only a single shadow the 
possibility of a number of stones must be con- 
sidered. I am convinced that the reported 
frequency with which kidney stone is found 


following operation is largely due to the fact 


that small stones are overlooked at the time of 
the operation. In operating it is always ad- 
visable to deliver the kidney from the wound 
in order to get good exposure. When it is 
possible the stone should be removed through 
an opening in the pelvis, although an incision 
into the cortex is better handled now than 
formerly. It is always wise to make an open- 
ing in the pelvis large enough to intro- 
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inactive one, is not a contraindi- 
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cation to removal of a kidney in 
which an active tuberculosis ex- 
ists. It adds to the risk, but the 
operation offers the patient 
much more than any other treat- 
ment. (Fig. 1.) 

In the technic of the removal 
of a tuberculous kidney, the 
perirenal fat must be removed 
completely and the cut end of 
the ureter isolated, or the entire 
wound may become infected and 
tuberculous with very serious 
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Fig. 4. 
the surrounding tissues to prevent soiling. 


duce a finger to explore the calices. This 
is the best method by which to find stones. It 
is surprising how large a stone in the kidney 
may escape notice if the pelvis is not opened 
and examined from the inside. It has been 
considered indiscreet to suture these openings 
in the pelvis or ureter but I believe that this 
can be done safely with fine, plain, quickly- 
absorbable catgut; certainly the suture adds 
greatly to the convalescence as in many cases 
no urine will drain at any time. The con- 
traindication to closing the kidney pelvis or 
ureter is the severe infection which may exist. 


Tuberculosis of the kidney.—Tuberculosis of 
the kidney is a common finding. In every 
instance in our cases in which tuberculosis 
bacilli were found in the urine coming from 
the ureter, a definite tuberculous process was 
demonstrated in the kidney. It is of the great- 
est importance to recognize the condition while 
the process is confined to a single kidney. 
When only one kidney is involved, the ultimate 
results of its removal will be very good, but 
if the condition has reached the other kidney, 
no form of treatment is effective. Under 
ordinary circumstances, if one kidney is ex- 
tensively involved and the other only slightly, 
the one showing greatest destruction should be 
removed unless there is evidence that the disease 
is general. Undoubtedly tuberculosis of the kid- 
ney if often secondary to tuberculosis of the 
lungs. A healed lesion in the lung, or a fairly 


Tuberculous ureter fastened in rubber tube isolating it from 


results. Tubercles are found in 
the tissues of the ureter, and in 
many cases in the bladder. Re- 
moval of the entire ureter has 
been advocated but this adds greatly to the ex- 
tent of the wound and does not accomplish its 
purpose, as a ureter cut off at the bladder offer 
the same opportunity for soiling as it does when 
eut off at the kidney pelvis. To prevent in- 
fection from the cut end of the ureter W. J. 
Mayo devised the plan of suturing the end of 
the ureter to the skin so that it prolapses out 
of the wound. Sometimes it is difficult to free 
the stiff ureter sufficiently to get it entirely 
out of the wound. If this cannot be done the 
end of the ureter is freed for several inches 
and the ligated end is threaded into a rubber 
tube, which is allowed to project from the 
wound for at least six days. In this manner, 
any soiling from the cut end of the ureter is 
carried to the outside by the tube and is not 
poured into the perirenal tissues. The results 
following these procedures of isolating the 
ureter after nephrectomy for tuberculosis of the 
kidney indicate their great importance. Figs. 
2 and 3.) 


Tumors of the kidney—A study of renal 
tumors shows benign tumors of the kidney to 
be very rare. Solitary cysts that may be 
enucleated from the kidney are sometimes 
seen. Congenital, bilateral polycystic disease 
is more common, but it is not particularly 
amenable to surgical treatment. Patients are 
usually very anemic and have a low kidney 
function. If one of the cystic kidneys is also 
infected and the other is free from infection, it 








is sometimes advisable to remove the infected 
organ. Our experience with the Rovsing 
operation, which consists in collapsing the 
cysts in first one kidney and then the other, 
has not been entirely satisfactory. The com- 
mon tumors of the kidney are malignant, 
either hypernephroma or carcinoma in the 
adult, or sarcoma in children. The results of 
nephrectomy for hypernephroma have been 
more permanent than those of most operations 
for malignancy. The tumor develops slowly 
and, if operated on before it becomes fixed by 
attachments formed from extension, especially 
through the pedicle and extensive lymphatic 
involvement, the results are very satisfactory. 
If the tumor is large and fixed no operation 
should be attempted, and it may be well to use 
radium. Some of our patients with inoperable 
tumors who otherwise were in fair condition 
have seemed to do very well under this treat- 
ment. Operation for carcinoma, and for 
sarcoma of the kidney in children is less favor- 
able; while a very large tumor may be remov- 
ed successfully it will usually reeur early. 
(Fig. 4). 


The technic of operation.—I wish to eall your 
attention to the incision which we have 
found most useful in exposing the kidney. 
This was described by Dr. W. J. Mayo some 
years ago. (Fig. 1.) It combines the ad- 
vantages of the so-called posterior and anterior 
incisions, adding materially to the facility with 
which these operations may be performed. It 
is erescentic, beginning well forward on the 
flank above the spine of the pubic bone, ex- 
tending backward and upward to the point of 
articulation between the last rib and the verte- 
brae. The incision must extend far enough 
forward to give a good exposure of the pedicle 
in eases in which the pedicle is short and the 
kidney high-lying. The operation is extra- 
peritoneal throughout. The important sensory 
nerves come into view readily and are pre- 
served. In some instances it is necessary to 
cut through the muscles. Second, the perirenal 
fat should be extensively removed in all tuber- 
culous and malignant cases. Third, the cut- 
off end of the ureter should be isolated in all 
tuberculous cases, in such a manner that it will 
not soil the wound. This may be accomplished 
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by fastening the ureter outside the wound or 
isolating it by threading it through a rubber 
tube. Fourth, the pedicle consisting of the 
renal vessels should be caught by two clamps. 
When tying the pedicle, the deeper of the two 
clamps is released while the ligature is being 
tightened onto the pedicle; in this way the 
pedicle is controlled by the ligature and also 
by the second clamp. Another ligature is then 
placed on the pedicle before the second clamp 
is removed. 

The points to be emphasized in operations 
for the removal of stones from the kidney are, 
first, exposure of the kidney by displacing it 
from the wound; second, careful exploration 
of the kidney pelvis and calices with the finger 
in order to avoid overlooking any stones; and 
third, closure of the incision in the kidney 
pelvis in non-infected cases. 

Table 1 


OPERATIONS ON THE KIDNEY IN 1918 
Cases Deaths 

Perinephitic abscess—drainage....... can  o 
Anomalous kidney—exploratory pelviotomy 1 
9 


Carcinoma of the kidney—exploration..... 1 
Cysts of the kidney—exploration.......... 1 
Cysts of the kidney—Rovsing operation... 2 
Cyst adenoma—enucleation............... 1 
Hematuria—nephrotomy ....... ......... 1 
Hydronephrosis and _ ureteral calculi-- 
nepro—ureterectomy .........eeceeceees 1 
Hydronephrosis and hydro-urter—nephro- 
I biccancrisapadeusecwiwesee 2 
Hydronephrosis (intermittent)—Peck’s 
is ce cats a a ae ce acces Bode. sates dass eee 2 
Plastic operation and division of blood ves- 
eee Pore aera 4 
Hypernephroma—exploration ............ 3 
Inoperable malignancy, tuberculosis, both 
kidneys diseased—exploration.......... 12 
Movable kidney—decortication and neph- 
cinta a lar ack ck i arcane Wik alias 2 
Nephrolithiasis—nephrolithotomy and pel- 
Ee erm 86 2 
pO a”) ra 6 
I WIS 5c sc wdcidsncemasdievuees 2 1 
Pyonephrosis and pyo-ureter—nephro- 
DE. cicedcmeeuenaneewensseaese 
Acute suppression—decortication.......... 4 2 
Papillitis—nephrotomy ...........eceeeee 2 
Tuberculosis—nephro-ureterectomy ....... 3 
Sinus dilatation and curettage............ 1 
Table 2 
OPERATIONS ON THE KIDNEY IN 1918 
Cases 
NE nae tcancaberegdaecseenaned 239 
Tuberculosis of the kidney.............. 81 
Pyonephrosis (associated with nephroli- 
ss Ee ee ae 67 
Hydronephrosis (associated nephrolithia- 
I tile icata th ieee wal bk ele ee wae 41 
PEI Oe PO Or ee ROLE ee 18 
IN a ossh aca ah radars nar iin aioe ot ate hee ee 3 


SN 5a i wnces wacedaniins soo 4 ad tak alacueeenae 1 
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I, icc irbcedeuekinewenwee 9 
EE SI a niccccadneccieeeences 3 
Nephrolithiasis with multiple cortical 
IRE ee eT ere 
Multiple cysts and abscesses............ 2 
Remnant of kidney following operation 
CS cc cmcnsnecee ceases weeeess 
Congenital cystic kidney...........ceee- 1 
Retroperitoneal sarcoma adherent to kid- 
in vce aatinamniaans ee head 
Multiple abscesses of the kidney......... 1 
EEL Gach cteceeeneneeacdee $a aheseues 1 
Infected atrophic kidney............... 1 
Recurring stones with sand............. 1 


Ruptured kidney—perinephritic abscess. 1 
Branched stone with kidney—substance 


CEE: conncncceadcdoadxndineneee ws 1 
Nephrolithiasis—chronic nephritis...... 1 
Ce a inc ebdsscicsesecoins 1 


Surgical mortality—Of the 239 patients on 
whom nephrectomy was done 7 (2.9 per cent) 
died. Three had tuberculosis of the kidney; 
one died of tuberculous broncho-pneumonia, 
one of miliary tuberculosis of the lungs and 
tuberculous peritonitis, and one of chronic 
nephritis and bilateral pleuritis. Two of the 
patients had pyonephrosis; one died of hemor- 
rhage (forceps on pedicle) and one of thrombo- 
phlebitis of the inferior vena cava, the com- 
mon, internal, and external iliac veins. One 
patient with hypernephroma died of an infec- 
tion. This patient was operated on by the trans- 
peritoneal route. One patient with carcinoma 
of the kidney died of acute nephritis and 
metastatic carcinoma in the lungs. 
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HYPERTENSION IN ITS CLINICAL 
ASPECTS* 


By F. J. Hirscupoeck, M. D. 
The Duluth Clinic 
Duluth, Minn. 


McCrea, in 1916, in reviewing Sir Clifford 
Allbutt’s book on ‘‘Diseases of the Arteries, 
Including Angina Pectoris’’ said concerning 
hypertension: ‘‘It is not difficult for the ma- 
jority of us to be beyond our depths before we 
know it when we venture in these waters.’’ 
This is still true in certain phases of this sub- 
ject, and our conceptions of some of the aspects 
of the hypertensive states are still more or less 
obscured. However, in the intensive work done 
in this decade its problems are becoming clari- 
fied by the correlated work of the clinician, the 
pathologist, and the experimental physiologist 
and chemist. 

The points concerning which we are still in 
doubt evolve chiefly from our vague under- 
standing of the various clinical entities from 
which hypertensive states arise, the sequence 
of pathological phenomena, the histological pa- 
thology of peripheral arterial changes, both 
visceral and somatic, and lastly, the toxic fac- 
tors producing these changes, either by their 
action on the vasomotor center, on the vaso- 
motor nerve distribution, or on the circulatory 
system itself. It is with this in mind that we 
have undertaken the study of this subject in its 
clinical aspects, in an endeavor to ascertain the 
incidence or non-incidence of hypertension in 
various conditions, relegating the experimental 
and more abstract scientific considerations to 
those better qualified by training and equip- 
ment to do so. No attempt will be made in 
this discussion to completely classify hyperten- 
sion, and further, any attempts at classification 
at this time by anyone would probably be pre- 
mature until we have a more definite knowledge 
of cause and effect, by which any classification 
must by necessity be governed. Clinically, 
there is a rather sharp demarcation between 
those cases characterized by a considerable 
systolic elevation, with a noticeable diastolic 
rise, as exemplified in the renal and benign 
hypertension cases particularly, and those in 





*Read before the Minnesota State Medical Meeting, 
Oct. 1, 2, 3, 1919, Minneapolis, Minn, 








which the systolic readings are not so markedly 
raised, with the diastolic normal or nearly so, 
as noted in the hypertension of hyperthyroid- 
ism, aortic insufficiency, ete. 

Our records of The Duluth Clinic, fairly 
well cross indexed, of the medical cases for 
the past three or four years, show a total of 
about three hundred cases in which there has 
been an elevation in the diastolic over 90, ac- 
companied by a systolic elevation approximat- 
ing 200 or above. In an attempt to classify 
eases from these records numerous lapses were 
found and incomplete data, but an analysis 
soon showed that a very large percentage of 
these highest pressures were classified either as 
primary kidney or as the essential type, prac- 
tically excluding all other factors, except mere- 
ly as they arose coincidentally. Realizing that 
the diagnosis of essential hypertension should 
be made entirely by exclusion and after the 
most intensive clinical study, it has been ap- 
parent that considerable time should elapse 
before these cases are definitely placed in that 
eategory. 

Therefore, from the totals of these cases it 
has seemed logical to choose forty of the types 
definitely primary renal, or at least a mixed 
form, and forty more of those definitely in the 
essential group, and to study these particularly 
in their symptomatology and differential diag- 
nosis. In the same way, it seemed logical and 
instructive to consider certain recognized clin- 
ical entities said to be associated with hyper- 
tension clinically, in which we do not have such 
a variation in the diastolic pressure and in 
which the systolic pressure is only moderately 
elevated, in an effort to find out what our 
records show as to such an association. In this 
line we have considered asthma, uterine fib- 
roids, hyperthyroid and hyperpituitary dis- 
eases, diabetes, syphilis, arteriosclerosis, mitral 
and aortic insufficiency, and the records of 
these cases have been consulted. 


In considering the blood pressure elevations 
in these conditions, particularly those in which 
the change is only moderate and in the systolic 
pressure particularly, it must be borne in mind 
that the pressures are elevated physiologically, 
one might say, as the age increases. Due con- 
sideration must be extended to this alteration 
in interpreting the findings. Fisher’s table of 
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28,000 normal eases, verified by Janeway with 
a far smaller number, shows the normal aver- 
age to increase from 120 in early adult life to 
135 mm. at the age of 60. Janeway, however, 
agrees with Cook and Lauder Brunton that 150 
is the maximum normal limit in the declining 
period of life, and Allbutt considers 160 mm. 
as maximal, concurring in this with Wildts, 
who in his intensive study of blood pressures in 
the aged found that figure to be the maximal 
normal limit at the age of 60, with an elevation 
to 90 or very slightly above in the diastolic 
pressure. Another factor to be considered is 
the well known tendency for first readings to 
be higher, due to nervous influences, which also 
shows exemplification in the production of high- 
er readings in people of a neurotic tendency and 
at the menopause. A high reading should not 
be confusing in these cases as its variability is 
its best evidence,as well as the absence of left 
ventricular hypertrophy, a necessary result of 
long continued high pressure. 

In our series of high pressure cases we have 
noted almost without exception that all our 
eases have fallen into the group of nephropathic 
eases, or by exclusion have been placed in the 
class of essential cases, synonymous with hyper- 
piesia of Allbutt or the primary hypertensive ear- 
diovascular disease of Janeway. Rarely we would 
note a case of intracranial pressure, although 
we found these cases exceedingly variable in 
their readings, and also occasionally a case of 
fibroid uterus or diabetes mellitus would be 
noted, but in both there were invariably renal 
changes evidenced, and if not, they might still 
be of the essential type primarily, although an 
exact differentiation of course could not be 
made until we know of some positive signs of 
essential hypertension and not negative only. 
The incidence of these cases, however, was s0 
rare that the above contention holds true, 
that practically all cases of excessive 
systolic and diastolic pressure belong either to 
the nephritic or the essential group. In this 
group of eighty cases we used only cases of 
high tension, as in our series lower pressures 
were usually ascribable to a cause other than 
essential. Yet, we realize, of course, that es- 
sential cases must have an intermediate course 
when the pressures are lower. These patients 
however, rarely present themselves for treat- 
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ment until hypertensive symptoms ensue, either 
cerebral or cardiac, the moderate degree of 
hypertension in the early stages even causing 
a feeling of euphoria, due probably to cerebral 
stimulation, as suggested by some observers. 
Our work being largely in ambulant cases, in 
which the more frank renal symptoms were not 
evident, the work of differentiation caused in- 
ereased difficulty. Yet these cases have been 
observed for several years, and hospitalization 
and close observation were often resorted to for 
closer study. These eighty cases which we 
have studied were also not selected cases, but 
chosen at random, so they are fairly indicative 
of the average. The average age of our forty 
eases of essential hypertension was fifty-two 
and one-half, and of the renal cases forty-six. 
This is in accordance with the clinical observa- 
tions of others, and is a refutation of those ob- 
servers of a past generation who hold that 
these cases were pre-renal, as taught by Ma- 
homed and others. The age incidence of essen- 
tial hypertension is fully a decade later. Close 
observation of these cases for several years, 
and by other clinicians, all the way up to 
eighteen years, further shows the fact that 
these cases do not develop into nephritic types. 
The average systolic pressure was also in con- 
trast, 216 mm. in the renal to 199 mm. in the 
benign and in the diastolic the figures were 127 
in contrast to 111 mm. Only five, or twelve 
and one-half per cent of our benign cases, had 
a diastolic from 130 to 140, and only seven, or 
seventeen per cent a systolic over 240. In the 
renal case twenty-one, or fifty-three per cent, 
had a diastolic over 130, and fifteen, or thirty- 
seven and one-half per cent had a systolic over 
240. Pressures over 240 systolic and 130 dias- 
tolic are very apt to be renal. The antecedent 
history is of great importance, and scarlet 
fever, diphtheria or eclampsia were frequently 
found to have occurred in the renal cases. 
Whether it is because typhoid fever has in the 
past been widely prevalent at the Head of the 
Lakes or not, fifteen per cent of our non-renal 
cases gave a history of typhoid previously. The 
percentage I am sure is higher than the typhoid 
morbidity. Most of the essential cases oc- 
curred in fleshy, ruddy faced individuals, and 
hearty eating and constipation were often 
noted. A great many, though, are not of this 
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type of build. Constipation was also noted in 
our renal cases, but the gastric distress often 
found in our renal cases was conspicuously ab- 
sent in the essential type. The ruddy appear- 
ance in contrast to the paler color of the renal 
cases, as well as Geisbock’s observation in his 
eases of polycythemia hypertonica, in which he 
found a group of cases of polycythemia without 
splenomegaly, and with increased pressures, 
led us to make red blood counts of several of 
our cases, and these cases showed markedly 
higher counts than our renal cases. This had 
suggested itself to some of the English obser- 
vers, but as far as I know has not been con- 
sistently done. We found this to be of con- 
siderable value in differentiation, as the aver- 
age is about 1,000,000 red blood cells lower in 
the nephritie cases, due to anemia. 


As far as the subjective symptoms are con- 
cerned, those of a cerebral type were particu- 
larly common in the benign cases. The major 
symptom, or presenting symptom, in nearly all 
of these cases, was one or more of the follow- 
ing: Headache, usually occipital in type, diz- 
ziness, faintness, tinnitus, sleeplessness, pares- 
thesiae, and in four cases paralysis, due to cere- 
bral accidents. Of these, headaches and dizzi- 
ness were the most constant, and symptoms of 
a cerebral nature were noted forty-nine times 
in the essential cases, in contrast to only twenty 
in the renal cases. Precordial distress, in the 
way of pain, often anginoid in character, or 
extra systolies subjectively noted, were also 
rather constantly complained of in the essen- 
tial cases, but not in the nephritic. On the 
other hand, gastric and respiratory symptoms 
were more common in the renal cases, noticed 
particularly as nausea, vomiting, indigestion, 
and in the respiratory tract as dyspnea and 
cough. In our renal cases these symptoms 
were noted twenty-eight times, whereas in the 
essential cases these symptoms were the cause 
of complaint in only two instances. More typi- 
eal evidence of renal involvement, as edema 
and faulty vision, were not noted very fre- 
quently in this series, as these were often bor- 
derline cases. For the same reason, definite 
objective symptoms were usually absent in the 
nephritic cases also, as marked edema, albu- 
minurie retinitis, or the presence of albumin 
and casts in the urine, because these were many 
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times cases that closely approximated each 
other in their physical findings. This is fre- 


quently the case in treating ambulant cases, 
with which we largely deal. 


Renal functional tests, such as the Mosenthal 
test, Dr. Rowntree’s phenolsulphonephthalein 
test, and tests for the nitrogen retention prod- 
ucts, were oftentimes of considerable value. 
The findings, however, in the tests for non- 
proteid nitrogen retention were sometimes am- 
biguious in character and not of particular di- 
agnostic value, although we do not doubt their 
value as far as prognosis is concerned in the 
more ‘severe types of the nephritides. When 
we find 20 miligrams of urea in the blood, or 
slightly above that figure, it is difficult to say 
that this establishes the diagnosis of a renal 
factor, as figures even as high as 30 miligrams 
showed renal involvment in only two-thirds of 
the cases, according to Woods. The P. S. P. test 
we found of considerable value in conjunction 
with the use of the Mosenthal, which we have 
used rather extensively in these cases. In 
cases which subsequently proved to be nephritic 
beyond doubt, we have felt that the Mosenthal 
test, showed positive evidence when done in 
the earlier stages of these cases. Nocturnal 
polyuria is oftentimes noted in both types of 
eases, but more consistently in the renal ones, 
and the latter also show a tendency to in- 
ereased amounts with low specific gravity and 
marked fixation. In the essential cases the 
nocturnal polyuria is probably associated with 
the insomnia, of which a great many patients 
complain. Unless markedly characteristic, we 
do not place too great a value on any one of 
these tests individually, but rather consider 
each case in toto, and by careful estimation 
place it either into one group or the other. On 
the other hand, we have attached considerable 
confidence to a positive Mosenthal, because 
continued observation usually proves it to be 
true, especially if typical in its findings, which 
I believe it is, more uniformly in the nephritic 
eases, than tests for the non-protein nitrogen 
retention. The subsequent course of these 
eases after observation for several years en- 
abled us to establish doubtful cases as belong- 
ing either to one group or the other. 

In considering those cases accompanied by 
only a moderate systolic elevation, with prac- 
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tically no change in the diastolic pressure, we 
have used the table of Johnson and Lavis, who 
estimate that the age, plus 100, is the maximum 
normal systolic pressure for a given age. For 
example, 140 at the age of forty, 160 at the age 
of sixty and above. 

The association of hypertension with dis- 
orders of the glands of internal secretion has 
often been commented upon. Uncomplicated 
derangements do not give rise to a very 
marked elevation, and affect only the systolic 
reading, so that the pulse pressure is elevated. 
In hyperthyroidism there is usually an eleva- 
tion in the systolic pressure, in fact, so often 
that it can be accepted as a point in the differ- 
ential diagnosis of neurocirculatory asthenia, 
in which the systolic pressure is usually a 
trifle below normal. 


In thirty of our cases in which the blood 
pressure findings were recorded, we found the 
average systolic to be 136 and the average 
diastolic 83, with an age average of thirty-six 
years. Of these cases; fifty per cent showed a 
hypertensive feature, and sixty per cent an 
increased pulse pressure. The higher rate of 
metabolism, with the resulting tissue hunger, 
ealls for increased output, or as Dr. Plummer 
puts it, ‘‘More work, higher blood pressure’’. 
In one particular case of dyspituitarism, a 
ease of typical acromegalia, we found the blood 
pressures to be 160 and 90, with a pulse pres- 
sure of 70, an observation in accord with the 
usual conception of the condition. 

On the assumption that at the menopause 
cessation of ovarian function and its hypoten- 
sive action no longer act as a check-rein on the 
pressor action of the thyroid, adrenal and 
pituitary bodies, Hopkins recently in the 
American Journal of Medical Sciences, sought 
to establish that non-renal high pressures of 
women in the fifth and sixth decade of life are 
due to this perversion instead of being of the 
benign or essential type, maintaining that non- 
renal hypertension of severe grade does not 
exist in the male, and that clinically there is 
no such entity as essential hypertension. This 
does not seem tenable for the reason that non- 
renal hypertension cases do exist in the male 
as well as in the female, though not as fre- 
quently. Neither do we have any perversion 
of endocrinous action in the other eclineal states, 
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as hyperthyroidism and pituitary disease ap- 
proaching the high pressure values of benign 
hypertension. Further, if such excessively 
high readings do occur at the climacteric, one 
would expect at least an appreciable elevation 
more uniformly in women at that age, which 
is certainly not the case according to obser- 
vations on a large class of women in that pe- 
riod of life. The age incidence is probably 
merely coincidental, and the converse is more 
apt to be true, that leaving aside the neurotic 
clement, high pressures in women at that 
period of life are more likely to be of the 
benign or renal type than otherwise. 

In fibroid tumors of the 
noted in 


uterus we have 


twenty recorded cases an average 
systolic pressure of 146 mm. and diastolic of 
92, with an age average of forty-six. Eight, 
or forty per cent of these cases, showed a 
hypertension for their ages, usually of moderate 
degree, but occasionally markedly elevated, as 
exemplified by two of our cases. In both of 
these cases renal factors were evident. Com- 
pression of the ureters and bladder may inject 
a renal factor into these cases, as the moderate- 
ly high diastolic average would suggest, prob- 
ably by causing a back pressure in the urinary 
tract. Surgical kidneys, however, as found with 
hydronephrosis, pyonephrosis and pyelitis, do 
not yield a uniformly high pressure, and are 
usually found to be of a great variability. 

CO: in excess in the blood, either directly 
or indirectly, by its direct action on the 
medullary center or through the increased 
viscosity of the blood, with decreased velocity, 
is recognized as a cause of hypertension, and 
its degree varies with the extent of asphyxia, 
usually, being most marked in tracheal or 


laryngeal stenosis. Asthma, in which hyper- 


tension is said to be present, has not proved so 
in our series of cases, not any being elevated 


in fifteen. These recordings were taken in 
ambulant cases, fairly comfortable at the time. 
Except during the seizure the occurrence of 
hypertension in this condition is exceedingly 
doubtful. 

The excess of CO: may be a factor in mitral 
insufficiency cases which show rather constant 
but moderate elevations. Twenty-five of our 
cases with an age average of 35, showed an 
average systolic pressure of 139, and average 


diastolic of 88, 52 per cent showing hyperten- 
sion. An increase in pulse pressure was no- 
ticed with about the same frequency. The 
left ventricular hypertrophy per se does not 
cause any systolic variation because the out- 
put is not increased, the hypertrophy being 
incidental to the effort of the heart in main- 
taining a normal supply to the tissues. The 
question of a mechanical factor is not of as 
much significance in these cases as it is in those 
of aortic insufficiency. In this condition the 
left ventricular hypertrophy is probably at 
its greatest, and we note a usual elevation in 
the systolic pressure, due to the cardiac systole 
forcing the total output 
circulation. 


into the systemic 
In these cases, however, due to the 
low diastolic, the sphygmomanometer records 
only the apex of the impulse and we do not 
have the full rounded pressure head that we 
do in the other types of hypertension. In 
twenty-two observed cases the age average was 
34, with an average systolic of 140, and an 
average diastolic of 62. The average pulse 
pressure was 76 (greater in this series than any 
other, and although only 59 per cent showed 
a systolic elevation, nevertheless 96 per cent 
showed an increased pulse pressure, a_per- 
centage not found in any other condition asso- 
ciated with hypertension. The apparent high 
pulse pressure in diabetes, lead poisoning, 
arteriosclerosis and in the renal and essential 
casas, is due to the wide disproportion in the 
elevation of systolic and diastolic existing in 
the essential and nephritie cases, and to the 
same alteration found physiologically in ad- 
vancing years. 

The 
hypertensive states is not proper. 


common inclusion of diabetes among 
It is true 
that high pressure is often present, but that 
diabetes per se is the cause is not based on 
sound reasoning, when we remember the fre- 
Diabetes 
in the young is not accompanied by high blood 
pressure, and yet arterial changes occur very 
early. The toxic factor bringing these changes 
about is certainly not pressor in type. In 


quent concurrence of renal lesions. 


hypertensive states it is not uncommon to have 
a hyperglycemia, and the renal threshold for 
sugar may be exceeded. This must be taken 
into consideration when we are dealing with a 
diabetic syndrome in hypertension eases of 
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any degree. It is also rather well known that 
in arteriosclerotic conditions later in life, sugar 
is not uncommon in the urine, probably due to 
sclerotic changes in the pancreas or elsewhere. 
The moderately high readings that we get in 
diabetes later in life in uncomplicated cases, 
we find are not beyond the normal variation 
for that age. Elliot denies the existence of 
hypertension in true diabetes mellitus as far 
as the diabetes is concerned, and so does Jane- 
way. In our thirteen cases, with an age aver- 
age of 52, the average systolic was 151, and 
the average diastolic 94. Thirty cent 
showed a hypertension for the age, inevery one 
of them, however, the occurrence of 
complicating feature as noted, 
No ease under the age of 40 showed 
Lead poisoning, according to 


per 


some 
before was 
present. 
hypertension. 
most authorities, causes arteriosclerosis, and 
is accompanied by high blood pressure in the 
earlier stages, through a hypermyotrophy of 
the vessels; later by renal complications. Gib- 
son claims that whether renal disease is present 
Of 
five cases observed by us, four showed renal 
complications and all showed hypertension. 


or not, hypertension nevertheless exists. 


Allbutt’s classification of arteriosclerosis into 
the decrescent, hyperpietiec and toxic types best 
It is 
his contention that unless complicating fea- 


serves our purpose for clinieal study. 


tures are present, cither hyperpiesia, or other 
factors associated with hypertension, as renal 
disease, we do not have blood pressure find- 
ings out of proportion to the normal in the 
It is unusual to find exces- 

the 


changes of decrescent arteriosclerosis, as shown 


decrescent type. 


sive pressures in typical atheromatous 


by the eye ground findings, by palpating the su- 


perficial vessels, or by x-raying the posterior 


tibial, and when high pressures do exist we nearly 


always find evidences of a combination form of 
nephropathy. In twenty recorded cases of this 
class, with an age average of 61 and average 
pressures of 153 and 90, we found only 20 per 
cent associated with hypertension. Some of 
these cases which do show high blood pres- 
sures are probably primarily of the essential 
type, although in our group we found that all 
Notwith- 


standing this concurrence, our cases show a 


were due to renal complications. 


low percentage of elevated pressures, when com- 
pared to the normal for that age. 

The question as to whether syphilis or a toxic 
arteriosclerosis induced by syphilis is a cause of 
hypertension has often been discussed. There is 
a popular impression, however, that syphilis is a 
factor in the production of hypertension in itself. 
We have studied eighty-four of our eases of 
syphilis in various stages to'see what our results 
would show. The cases encountered by the in 
ternist are usually of a different type from those 
encountered by the genito-urinary man or the 
syphilologist. Our cases are oftentimes grievous- 
ly neglected as far as treatment is concerned, or 
the patients are totally unaware of its presence. 
They are the cases that are most favorable for 
the development or arterial changes, and if 
hypertension is common it should be noted in 
this particular type. Of these eighty-four eases, 
twenty-four showed definite hypertension, some 
involving the systolic only, and in others being 
general. There is no question that aortic insuf- 
ficiency, due to a luctie infection, as well as 
intra-eranial lues, are oftentimes or usually at- 
tended with higher blood pressure elevations. 
Renal coincidences are not uncommon either. Of 
the twenty-four cases in which hypertension oc- 
curred, there were in half of these, or twelve, 
lesions, either in the cerebrospinal system, in the 
aortie valves, or in the kidneys. In one very 
instructive case which we had, we had a systole 
pressure of 240 with a diastolic also somewhat 
over the normal. The patient had definite cere- 
bral lues, and immediately upon the institution 
of vigorous antiluetic measures the blood pres- 
sure readings gradually but promptly subsided 
to normal values. This was the most striking il- 
lustration of the influence of cerebral lues on 
blood pressure findings. Also with our renal 
cases we noted a very marked elevation, but the 
renal involvement was no doubt purely ecoinci- 
dental. 

In spite of these cases, there were about twelve 
‘ases, or fourteen per cent, in which we could 
find no demonstrable cause for the hypertension, 
so that we are inclined to believe that there are 
some cases of lues in which hypertension is pres- 
ent even though the percentage is small, in which 
we do not find any evidence of cerebral lues, 
nephritiec involvement or aortic lesions. Just 
how these influences are brought about is diffi- 
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eult to say, but in our series of cases visceral 
complications were common and the control of 
normal peripheral tension may have been thrown 
out of balance in some way. Nevertheless, it 
shows that we have a small percentage of cases 1n 
lues, in which we cannot ascribe the hyperten- 
sion to one of the three usual causes found in 
these luetice cases. 

To summarize, I would like to eall attention to 
the following points: 


(1) The diagnosis between essential hyper- 
tension and renal hypertension is oftentimes 
very difficult, and this is particularly noted in 
the ambulant cases usually encountered in pri- 
vate practice. In these obscure cases of hyper- 
tension due to renal causes, in which there are no 
frank evidences of renal involvement, the di- 
agnosis must oftentimes be made on a slender 
basis, but observation over a period of time will 
usually enable one to put these eases into one 
class or another. 

(2) The factors of especial importance i: 
designating a case as renal are the higher values 
in the pressure readings, the degree of anemia, 
the frequent occurrence of gastric and respire- 
tory symptoms, and lastly, the positive evidence 
of one or more of the renal functional tests, as 
the Mosenthal, Dr. Rountree’s tests, or the test 
for nitrogen retention products and more typical 
objective signs as albuminum retinitis, albumin- 
una and hyposthenuria. 

(3) In analyzing the cases of modern hyper 
tension we find its usual occurrence in hyper- 
thyroidism disease, char- 


and in pituitary 


acterized also by increase in the pulse pressure. 
It is hard to say whether cases at the menopause 
are due to disorders of the glands of internal se- 
cretion or whether the time of occurrence is 


due to 
We are certain, however, that 
there is nothing uniform about the elevation of 
blood pressure in women at the menopause. In 
mitral and aortic insufficiency there is usually 
an increase in the blood pressure, and the in- 
crease in the pulse pressure of aortic insufficiency 
is strikingly demonstrated when these cases are 
studied. 


eoineidental, and 


other causes. 


merely may be 


Asthma, in our experience, has not 
show any eases of hypertension. Diabetes per 
se is probably not a cause of hypertension, but 
merely due to complicating features. In lead 
poisoning we find a uniform elevation in our 


readings. In the decrescent type of arteriosclero- 
sis, we, in a small percentage of cases, have an 
elevation of blood pressure, but renal complica- 
tions are the rule. In lues, although there are 
certain features, as intracranial disease, aortic 
insufficiency and nephritis, which make for high 
pressures, yet there is a certain percentage of 
cases in which there is an elevation of blood 
pressure, moderate in degree, not ascribable to 
one of these lesions. We cannot say dogmatical- 
ly what this is due to, but nevertheless, in lues 
we have certain cases which show a hypertension 
aside from the causes mentioned. 
DISCUSSION 


DR. J. P. SCHNEIDER, Minneapolis: Mr. Chair- 
man, Members of the Society: I think this study 
might be said to represent a pretty good example of 
what Dr. Herrick said last night could be done. 
This is as you see, a purely clinical study, and I 
must say that if I were to judge from the number 
of conclusions and deductions here that the doctor 
had spent a great deal of time in analyzing these 
cases. It is a fascinating subject, as he said, particu- 
larly because we have an instrument by which these 
points can be arrived at with particular precision. 
We are interested, of course, in the hypertension 
cases; the nephritic with the high tension which is 
shown here is quite well distinguished. They will 
run twenty and twenty-five per cent of the cases. 
When we use every possible means to determine the 
cause in other cases, and find those which we think 
are due to some certain disease, we still have a 
residue of cases in which we cannot, with our best 
efforts discover a cause, and those are very inviting 
for study. We have endeavored to attack this prob- 
lem, but as yet our work is limited along this line. 
We have said that so far as fundamental work has 
been done we know that there are certain products 
which have a constrictor action. Among the amino- 
acids we have tyrosin, and this can be further split 
up into tyramine, and tyramine has a distinct vaso- 
constrictor action. If we iniect it into the ear vein 
of a rabbit we can note the constrictor action as it 
occurs. If we inject it intravenously it will produce 
a definite rise in the blood pressure. Insofar as we 
have gone we have found that the study will not be 
so simple as a single injection or a few injections of 
these substances, because apparently a constant 
effect must be arrived at. If we stop to think of 
these substances as being the cause it will mean 
their constant presence and a state of allergy to 
such a substance. In order to produce such a state 
we would have to continue the use of intravenous 
injections of certain substances. This leads us to 
the work done by Albertson, which means that we 
make it possible to discover the real cause. The 
protein may be derived from the real absorption of 
necrotic tissue such as in the cases of fibroid, and 
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also possibly from the further cleavage of amino- 
acids into amines in the intestinal tract. 

I wish to congratulate Dr. Hirschboeck for his ex- 
tensive study of this matter. No one who has not 
done such work can appreciate the amount of labor 
that is required. 

DR. H. L. ULRICH, Minneapolis: Mr, Chairman, 
Gentlemen: I hardly think there is anything more 
to be said after the paper and Dr. Schneider's ob- 
servations. 

We have come to the point that every hyperten- 
sion case if studied extensively enough can show 
some renal lesion. The question is whether the 
rena] lesion is caused by hypertension, or whether 
the hypertension is caused by the renal lesion. 
That is where we are stuck, and anything that is of 
assistance in enlightening us an this subject is of 
value. 

DR. E. L. TUOHY, Duluth: I would like to formal- 
ly discuss this paper because it is of extreme inter- 
est to me for the following reasons: I followed the 
post mortem material in Vienna and left that work 
firmly convinced of the general proposition, as 
maintained there, that any case showing clini- 
cally a _ systolic tension of 180 or more, or a 
diastolic of over 100 represented chronic kid- 
ney disease; and so firmly was I convinced of 
that that I gave a paper before this Association of 
which that was the main thesis. An attempt was 
made to differentiate those cases of primary kid- 
ney disease from arteriosclerosis. You will realize 
why, because pathologically these cases admit of the 
most definite differentiation. Within a few months 
three physicians jumped on my neck and said 
“You are crazy; I have no primary kidney disease 
but my pressure is about that limit.” By that time, 
too, we began to depart from the anatomical patho- 
logical basis of the cases to a pathological physiolo- 
gical basis, thereby getting away more or less from 
the structure framework idea to that of capacity, 
and if you will glance over hastily the new loose 
leaf Oxford publication which is being put out by 
Christian and Mackenzie, you will note that all these 
men refer again and again to the basic physiological 
principles and tend to diverge from the anatomical 
viewpoint. 

We have an enormous number of people who show 
hypertension. It is a great problem. Some physi- 
cians will maintain that the public would be better 
off if we never had a blood pressure machine, be- 
cause many people find out they have a hyperten- 
sion and become greatly annoyed by it and 
imagine many things as due to the pressure; we 
cannot change the blood pressure and what we can- 
not change we might as well forget. However, a 
series of observers, of whom Janeway was an early 
pioneer, followed up these hypertension cases in 
their own patients and tried to find out what hap- 
pened to them, and they were able to bring out a 
considerable gleam of hope. Men of wide experi- 
ence, such as Billings of Chicago, all point to numer- 


ous instances where they have made grievous errors 
in consigning somebody to an early departure from 
this life, whereas as time went on they went on 
very nicely. Out of this the general practitioner soon 
came to a more or less chaotic state, because the 
literature on the subject led him to infer that who- 
ever had hypertension had primary kidney disease. 
He got the impression that he needed a very expen- 
sive apparatus to make the diagnosis, and when you 
explained that the finding of albumin in the urine 
did not mean Bright’s disease in every instanee, 
you knocked a great prop from under him. When 
you told him you were including in this many things 
that had no connection with primary kidney disease 
you put him more or less at sea, and then when you 
test the blood for nitrogenous retention products and 
the other things you made it all the more 
confusing to him, although he usually main- 
tained a dignified silence. Medicine has never made 
much progress through the use of extremely obscure 
methods. Fundamentally, what is clear to the writer 
he can make fairly clear to anybody else, and so 1} 
think we are in a position at present to give the man 
who gives his patient a reasonable examination and 
takes a reasonable history ways and means to find 
out what the true conditions are. So from this study 
of our cases,—and Dr. Schneider is correct, it did 
require an enormous amount of effort to go over this 
series of records,—we are able to draw some fairly 
definite conclusions. 


First, hypertension is a fairly elusive thing, but 
to deny its existence is absurd, and to state that it 
is present only among women is equally absurd, as 
Riesman of Philadelphia as well as others main- 
tain. Many men _ state that men with the 
hypertension given here will die ultimately of kidney 
disease, but that is wrong. You well know that a 
man with essential hypertension is said to be ten years 
older than the primary kidney case. Our cases do 
not show quite that, but we can say six to ten years. 
Severe symptoms can be said to occur reasonably 
soon and they do, hence the effect on the gastroin- 
testinal tract and what not. On the supposition that 
these essential cases were primary kidney we took 
up the study of the blood and were disappointed, be- 
cause you do not need a telescope to look at a horse 
across the street, and if you use it you will be con- 
fused. We cannot give too much credit to the P. S. P. 
test and even more to the Mosenthal test, which is 
only that taught to students for years and years, 
of studying the day and night urine and the Mosen- 
thal test is only putting patients under proper ob- 
servations, and examining the urine collected at 
definite intervals. 

The next point is that a great many things are 
accused of being the cause of hypertension,— 
arteriosclerosis, various toxins and other things. A 
very fair way would be to go and find out and analyze 
as many cases as possible. And so the question 1s 
of interest. Many of us cannot do abstruse labora- 
tory research but any of us can take careful histor- 
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ies and watch the patient and have him come back 
tor observation. 

DR. S. P. REES, Minneapolis: Mr. Chairman, 
Gentlemen: I am impelled to say just one thing. 
I believe that in these cases more than in any other 
kind of a case, that men in general practice at 
least, should above all other things get a correct 
idea of our patients. His build, his weight, his 
habits, his amount of physical and mental work, and 
all other things that go into his daily life. I cannot 
repeat any stronger than Dr. Tuohy has about the 
absurdity of reading a certain blood pressure and 
then, without any report of the kind of a patient you 
have and the life he has been living and what he has 
been doing in every way, making a prognosis con- 
demning him, or beginning to treat him, and if you 
will faithfully consider all the things that make a 
demand on a man with a certain blood pressure, 
without going into the fine detail—and I commend 
with all my heart such a study as this, and I com- 
mend with all my heart those men who go into the 
fine metabolic details,—but for the average man in 
practice dealing with these people, learn to know 
your case thoroughly in an intelligent way, and then 
if you can simplify his food, if you can increase his 
elimination, if you can lighten the work he does 
physically and mentally, if you can take away un- 
usual exposure, if you can keep infection away from 
him, then you are doing him good, a great deal of 
good, but you are very often doing him a great deal 
of harm by taking alarm at a certain reading and 
telling a man that he has ten or fifteen points above 
a certain normal reading, and then giving him dope 
to lower that pressure. That makes him feel more 
uncomfortable and probably does him harm. The 
blood pressure is there because the man needs it 
under the conditions under which he is laboring, 
and unless you can change those conditions and take 
awey the pathology, or remove the cause in some sure 
way you do no good by telling him about it. That 
blood pressure Nature put there to meet such a con- 
dition and I have seen cases year after year where 
medicines given to reduce that have certainly done 
no good, and most of them have done considerable 
harm. So it goes back to the old thing,—get ac- 
quainted with your patients, and treat them, even 
though it be simply, treat them intelligently. 

DR. C. B. WRIGHT, Minneapolis: I have always 
had the idea of essential hypertension that there was 
no such a thing and that in every case you would 
find kidney involvement, until I ran across a patient 
two or three years ago, a man of 34, pressure 260 
systolic, 90 diastolic. At no time was anything to 
be found except a few dead teeth and tonsils which 
never bothered him. I studied him carefully and Dr. 
White studied him, and Dr. Rowntree and Dr. Sippy. 
He had a spinal puncture, had his blood examined 
frequently, an X-ray taken of his skull, and his 
blood pressure continued to be increased. During 
the last year I examined him again and his pres- 
sure at that time was 240. Dr. Hamilton saw him at 


that time. There has never been anything found in 
this man at any time. He finally died of an acute 
streptococcic infection of his neck and we were 
never able to determine whether it was following 
influenza or not. The post mortem examination 
showed nothing but a mild arteriosclerosis, a moder- 
ate cardiac hypertrophy which probably was second- 
ary to his hypertension. This was one of those cases 
where just what the cause is of course remains to 
be determined. 


DR. C. EUGENE RIGGS, St. Paul: Mr. Chairman, 
Gentlemen: This has been an excellent paper, re- 
vealing a very large clinical experience, and the dis- 
cussion has been remarkable for its sanity. For years 
1 have been of the opinion that a high blood pressure 
possessed many elements as to its explanation that 
we have not yet arrived at. I see a great deal of high 
blood pressure in my neurological work. One lady 
had a pressure of 250, this was years ago, and I feit 
like our chairman did,—it was requiescat in pace, 
and said as much to her friends. I saw her a few 
weeks ago and she was in very good health. I was 
conversing recently with Dr, Anders of Philadel- 
phia, and placed this high pressure before him. He 
said, “We find it in many cases in our work, and 
we cannot find any clinical symptoms, but the 
patients seem to live in a comfortable way.” I said, 
what have we to do about it? And the doctor replied 
“I think we might put the blame on some of the 
ductless glands. 

With the last speaker I have a great deal of 
sympathy. The patients should be taken into con- 
sideration. Gentlemen, I think it is the determina- 
tion of the life cycle that has more to do with the 
life of the individual than anything else. Some of 
the worst arteries that I have seen have been 
arteries in which the blood pressure was not in- 
creased. 

DR. M. N, LELAND, Minneapolis: Mr. Chairman, 
Gentlemen: I wish to emphasize the point concern- 
ing the psychology of your patients in telling them 
that they have a high blood pressure. If the patients 
comes a few times and we find his blood pressure 
to be above normal, it seems foolish to tell him 
about it and I think it is best to wait until some 
renal tests have been made. Then if the test shows 
trouble tell them they have a little kidney trouble 
and a little hypertension. I have had many cases 
who have been told by other physicians that they 
had high blood pressure who have worried much 
about the heart disease, but when told they had 
some kidney trouble it does not seem to worry 
them. Are we not doing more injury by telling them 
of the high blood pressure and telling them not to 
worry than by trying to correct their diet and to 
eat less meat? The essential hypertension may be 
more common than we suppose, but the principle 
thing is, I think, not to be in too much of a hurry 
to tell our patients that they have a hypertension. 
I think there is only one exception, however; a 
patient may come for an insurance examination who 
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has always been well and you find a high blood 
pressure. In such instances tell him the pressure 
is a little above normal and to consult his physician. 
I think it is impracticable, in all other instances, 
to tell patients that they have a high blood pressure. 

DR. O. R. BRYANT, Minneapolis: Mr. Chairman: I 
would like to ask the essayist if he found any 
predominant causative factors in these cases of es- 
sential hypertension. 

DR, F. J. HIRSCHBOECK, Duluth (closing): I 
am very highly gratified with the liberal discussion 
which this paper has elicited. I have nothing further 
to add, except to make a few remarks concerning one 
or two of the features brought out in the discussion. 

Dr. Anders’ statement that the glands of internal 
secretion would have an influence on this form of 
benign hypertension is often quoted, but the glands 
that would be most apt to be involved in this condi- 
tion are probably the adrenals, and it has been shown 
that these are not a cause by the work of Fraenkel, 
O’Connor, ete. These cases of hypertension when 
due to the benign form, or when due to renal causes, 
terminate somewhat differently. 

The cases of benign hypertension terminate almost 
invariably, either by cerebral accident or by cardiac 
defeat. The cause of death, when due to cerebral 
causes, is due to hemorrhage, and the termination is 
cataclysmic. In arteriosclerosis the cerebral symp- 
toms are more slow in their development, as the 
cause is localized cerebral decay, analogous in the 
decrescent arteriosclerosis to the shrinking of the 
skin, the atrophy of the muscles, the fragility of the 
bones, etc. 

The renal cases usually terminate from the end re- 
sults of the renal pathology. Occasionally cardiac 
defeat is a factor, but cerebral accidents are rather 
rare. The reason for this may lie in the fact that 
the hypertension usually is of not as long duration 
and the arteries are still in probably good condition 
to withstand the continual buffeting. In answer to 
the Doctor’s question regarding the cause, I must say 
that there is a singular paucity of etiological factors 
which can be reasonably demonstrated. Constipa- 
tion is commonly noted in these cases, and may be a 
factor, and is well correlated with Dr. Schneider’s ob- 
servation as to the influence of tyramine on these 
cases of hypertension. 
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The great significance of syphilis and vene- 
real disease in relation to Public Health has 
been justly emphasized during the past two or 
three years, and inasmuch as Minnesota has 
been a leader in this, it would seem worth 
while to report briefly on the medical care and 
superivision of venereal patients at the Univer- 
sity and by the State Board of Health. 

It has been the policy of the Medical School 
to associate syphilis with skin diseases, partic- 
ularly in regard to therapy. In 1916 due partly 
to the increased size of the clinic and partly to 
the determination of the staff to concentrate 
more on syphilis, one man was detailed to care 
for all luetie patients. At this same period ar- 
rangements were completed with other depart- 
ments to refer all syphilitics for treatment to 
this man. With this co-operation the men in 
the various specialties still have opportunity to 
see, demonstrate, and teach syphilis as it re- 
lates to their particular work, but the burden 
of routine treatment is removed and assumed 
by the department which is interested in the 
entire course of the disease. It was also at 
this time that the Social Service Department 
began work in this clinic and too much credit 
cannot be given it for its great service in in- 
vestigating, following up and controlling pa- 
tients. In thus rearranging and enlarging the 
scope of the department Minnesota was one of 
the first three or four schools in the country 
to give dispensary patients a really worth 
while service, and its students an opportunity 
to study, observe and treat large numbers of 
syphilities in all stages of the disease. 

There is a daily clinic. In 1915 the total 
number of visits was 4,992 with a daily average 
of 16. In 1916 a total of 6,909 and a daily 
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average of 23. In 1917, 11,421 and a daily at- 
tendance of 37. In 1918, 14,558 and a daily 
average of 47. There are many days when the 
attendance reaches to 70 and 75 usually about 
two-thirds of these patients are luetics. The 
number of patients in the clinic compares 
favorably with those of Chicago and the best 
Eastern schools. 

In 1917, Congress passed an amendment to 
the General Army Appropriation Bill, that is 
known as the Chamberlain-Kahn Bill. This ap- 
propriated money for public health supervision 
of venereal diseases. As a part of this bill, $1,- 
(00,000 was allotted to the states on a popula 
tion basis. Minnesota’s allotment was approx- 
imately $23,000, 50% of which must be spent 
in the actual treatment of venereal disease. 
This fund is administered by the Division of 
Venereal Diseases, of the State Board of 
Health. 

In co-operation with different organizations 
several evening dispensaries have been opened. 
At the University, a men’s dispensary is open 
two nights a week, the attendance has run as 
high as 86 patients an evening. Students are 
given credit for work in this elinie and it is in 
charge of University staff men, paid by the 
State Board of Health. In co-operation with 
the Wilder Charities and United Charities in 
St. Paul, there are evening dispensaries for 
both men and women. In co-operation with the 
Minneapolis City Health Department and City 
Hospital there is at the City Hospital in Min- 
neapolis an evening dispensary for women. In 
Duluth an evening dispensary is supported by 
the State Board of Health and the local health 
department at St. Mary’s Hospital for both 
men and women. 

In all of these clinics the financial status of 
the patient is questioned, and an effort is made 
to prevent admittance of those able to pay for 
treatment. In this connection the point should 
be emphasized that many patients are admitted 
who could pay a little but could not afford to 
pay for a sufficient amount of treatment to 
completely cure them. Patients who can, pay 
the actual cost of the drugs used, including 
arsphenamine. If unable to pay, arsphenamine 
supplied by the State Board of Health is used. 
The evening dispensaries were organized be- 
tween October and December of 1918, and up 


to Sept. 1, 1919 have admitted about 1,216 pa- 
tients, of these 573 were for syphilis, 264 males 
and 309 females, and 638 were for gonorrhoea, 
487 males and 151 females. <A total of 8,779 
treatments have been given. While these clin- 
ies offer more material in syphilis and gon- 
orrhoea, it should be emphasized that the Uni- 
versity day clinic has a very good run of skin 
cases, the commoner diseases are seen 
daily, and during the course of a few months 
many of the more rare diseases also appear. 
There are beds in the hospital for observation 
and treatment of dermatological patients when 
necessary. A special laboratory for skin pa- 
thology is also available. The X-ray depart- 
ment is available for therapy. All of these 


skin 


clinies are open to the medical profession, and 
a cordial invitation is extended by both the 
University and the State Board of Health to all 
members of the Association desiring to see 
eases of this kind demonstrated. 


Approximately the same treatment of syph- 
ilis is given in all of these clinics, the variation 
being in detail only. We realize of course, the 
individual needs, but patients may be classified 
according to several stages of the disease. 

The scheme of treatment of Syphilitics ad- 
mitted to the University Dispensary is de- 
termined by the stage or duration of the dis- 
ease. 

Ist. 


ere 


Thus we recognize : 

Early Primary Syphilis with the chan- 
as the only 
Wassermann test. 

2nd. Early Syphilis with a chanere and 
glandular adenopathy and a positive Wasser- 
mann test. 

3rd. Patients showing the 
tertiary stage of Syphilis. 

4th. Congenital Syphilis. 

5th. Early or late nerve involvement. 

6th. Tabes and Paresis. 

7th. Visceral Syphilis. 

It is the opinion of the staff physicians in 
the dermatological department that treatment 
with both arsenic and mercury affords the best 
results in curing or controlling any stage of 
the disease. It is also agreed, that frequent 
dosage with arsphenamine is essential to ac- 
complish successful results. In all cases of 
early primary syphilis with a negative Wasser- 
mann test, an attempt to abort the diseases is 


symptom and a_ negative 


secondary or 





made. As a preliminary to this attempt a care- 
ful examination is made of the patients physical 
condition with special reference to the kidneys 
and cardiovascular system. If the chancre 
shows much induration and is favorably sit- 
uated excision is recommended preceding the 
first intravenous treatment. Intravenous in- 
jections of 0.45 to 0.75 gm. neo-arsphenamine 
are made at intervals of three to seven days 
until ten or twelve doses are given, three 
courses of Mercury injections of six weeks 
duration are given and a second similar course 
of arsphenamine. It will be noted from this 
that not very much faith is placed in abortive 
eures and that the minimum amount of treat- 
ment suggested for even this early stage of the 
disease is nearly a year. The patient should 
be kept under observation one to two years for 
serological or clinical evidence of a recurrence. 
If the Wassermann test becomes positive or 
clinical manifestations of syphilis evident, the 
patient is treated as an established syphilitic. 
Absence of clinical symptoms, and a negative 
Wassermann test argue for a cure and a pro- 
vocative arsphenamine injection may be given 
and the blood examined five to fifteen days 
later. A spinal fluid Wassermann test is also 
necessary at this time to determine a possible 
involvement of the nervous system. 

Cases of primary syphilis with the chancre, 
general or partial adenopathy, and a positive 
Wassermann test have a generalized distribu- 
tion of the spirochaetes, and are treated as sec- 
ondary syphilis. In cases of established secon- 
dary syphilis or of the teriary stage of the dis- 
ease three years treatment followed by one to 
two years observation is recommended. During 
the first year twelve to eighteen doses of 
arsphenamine are given in courses of four to 
six, at intervals of three days to a week. Be- 
tween the courses of arsphenamine three 
courses of injections of mercury salicylate are 
given. These injections are given twice weekly. 
The first year’s treatment should be energetic 
and the rest periods not too long, at first only 
one to two weeks, later in the year four to six 
weeks. The details of treatment are varied 
according to the patient’s condition and the 
course of the disease as checked by serologic 
tests. We wish to state emphatically, however, 
that we do not believe less treatment than this 
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should be given simply on account of favorable 
serologic findings. 

If in the second year the Wassermann test re- 
mains positive or clinical symptoms of the dis- 
ease are present a repetition of the first year’s 
treatment is recommended. With absence of 
symptoms and a negative Wassermann test in 
the second year two courses each of arsphena- 
mine and mereury are given. All showing 
symptoms or positive blood findings during the 
second year are given a two course treatment 
during the third year. All who have taken the 
required first and second year treatment with 
an absence of clinical syphilis, and a persistent- 
ly negative Wassermann test are considered as 
cured, and return to the elinie at intervals for 
observation only. At the conclusion of the 
specified treatment aimed at obtaining a cure a 
spinal fluid examination is suggested to de- 
termine the presence or absence of central in- 
volvement. 

The treatment of hereditary syphilis is long- 
er, and more individualized than in acquired 
syphilis. The arsphenamine and mercury treat- 
ment is used as in the acquired cases, but the 
arsenic dosage is necessarily smaller 0.2 to 0.4 
gm. being used. The mercury salicylate intra- 
muscular injections or internal medication is 
not considered practicable in these cases and 
mercurial inunctions are used almost exclusive- 
ly. It may be stated, that the well-known com- 
plications of Keratites and Irites are more 
amenable to treatment since the advent of 
Salvarsan therapy. The amount of treatment 
necessary varies greatly, and many are persist- 
ently Wassermann positive in spite of a pro- 
longed and even intensive treatment. 

Early or late nerve involvement, syphilis of 
the special sense organs, tabes, paresis, and vis- 
ceral syphilis, present so many varied aspects, 
that no hard and fast rules can govern their 
treatment. Such patients are considered and 
treated individually with the recommendation 
of the various dispensary department heads 
from whom they are referred. It may be brief- 
ly stated that most of these patients require 
intensive treatment over a long period of time. 

In conclusion we wish to emphasize again the 
large amount of material available in our own 
state and in fact, right at the doors of the mem- 
bers of this Association. Either through a lack 
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of knowledge of the opportunity or a lack of 
interest very few physicians are making use of 
these clinics, although the many patients com- 
ing to our attention would indicate the need. 

In the treatment of syphilis, the diagnosis 
and energetic treatment in the early stage 
should be emphasized,—the proper interpreta- 
tion of the Wassermann test should not be for- 
gotten, the need of both arsphenamine and 
mereury in large amount for the established 
case is imperative. Mereury should be rubbed 
or injected; internal medication with mereury 
or potassiumiodide serves only to ameliorate 
symptoms; it has no place in the modern 
therapy of lues. There is at this time a need 
for the profession to recognize the social and 
public health phases of the problems in con- 
nection with this disease and we believe the 
profession will do well to mect this demand 
more than half way. 

DISCUSSION 

DR. HENRY E. MICHELSON, Minneapolis; Mr. 
Chairman, Gentlemen: I agree heartily with every- 
thing that Dr. Butler has said in his paper. In the 
Dermatological Department the most important thing 
is opportunity for diagnosis. No treatment should 
be attempted until a diagnosis is made. 

In the treatment of lues we all have our own ideas 
as to what constitutes an adequate course of treat- 
ment, and what is inadequate. I am particularly in 
favor of the broken courses; adequate treatment 
with rest in between. The individual should always 
be considered. Too much treatment should not be 
given and the excretory apparatus should not be 
injured. The rest treatment should not be longer 
than three months. 

It is interesting to see the different patients that 
are brought in for treatment. They should be sent 
to the proper specialist, the eye cases being observed 
by the ophthalmologist, etc., after the diagnosis is 
made. 

DR. N. L. LINNEMANN, Duluth: Mr. Chairman, 
Gentlemen: Having had to deal with syphilis in all 
its forms, on account of being associated with an 
internist, it may be not amiss to say a few words. 
The syphilitic must be treated as an individual, and 
unless we do that we get nowhere. Neither can we 
give internal treatment alone and cure our patients 
today. We have to do more than that and salvarsan 
has been a great help to us. It is our custom to 
give salvarsan much as Dr. Butler has described, but 
we give it at longer intervals. We usually give 
from five to eight doses of salvarsan; at the same 
time giving mercury in between the salvarsan in- 
jections until we have given six to eight weeks of 
treatment and then rest for a month or so. of 
course, in hereditary syphilis and in tabes one can- 


not give the large doses one can in cases of primary 
or secondary syphilis. The treatment is much as we 
were taught to give it in the army. In the camp 
where I was we gave salvarsan every five days and 
gave two injections of salicylate of mercury in the 
same interval and at the end of eight weeks stopped 
all treatment for six weeks. All the camps did not 
follow this plan but I think it is a very good 
schedule for treatment. 


As far as following up the patients is concerned, it 
has been a great help to the University to have a 
Social Service Department. I think people are be 
ginning to realize that they must have more treat- 
ment than has ordinarly been given, must be fol- 
lowed up and the doctor must tell them that they 
must come for a long period. This should be done 
at the patient’s first visit and if done then. I be- 
lieve the average person will do so. I think that 
not doing this at the beginning has hampered us. 
After treatment in the Army the patients come back 
for Wassermann tests and they are willing and 
anxious to get well. In this respect I think the 
Army has done a great service. With female 
patients we meet a different attitude. Within the 
last month I have had two patients to whom the 
necessity of prolonged treatment was explained and 
to each was given a course of treatment and neither 
returned. They have undoubtedly left town. What 
to do in such instances is a problem? It is a matter 
of education I think, the same as with the men. 
One thing to remember is treatment and then more 
treatment and not to let up at all till sure that cure 
is effected. 

DR. E. Z. SHAPIRO, Duluth: Mr. Chairman, 
Ladies and Gentlemen: I do not wish to say much, 
for Dr. Butler has covered the subject very well. 
We have had about the same experience in regard 
to many of our patients and the treatment that Dr. 
Butler has had. I wish to emphasize the point 
about women patients I think the women are more 
responsible for the spread of gonorrhea and syphilis 
then men. This is true in private practice and also 
in the dispensary. A waitress recently came in 
with sore throat. We did a dark field examination 
and found the spirochete and the patient came in 
for two injections and then we lost track of her. 
We have put the social worker on her trail but can- 
not find her. That girl is a great menace as a 
carrier of syphilis. About a week afterwards a girl 
came in with mucous patches on the vulva and we 
had the same experience with her. She took two 
doses of salvarsan and three of mercury and then 
went away and we do not know where she is. AS 
a rule, men will follow up their treatment. The 
women will not. I believe we will have to have 
better legislation in regard to confining them to the 
workhouse. I think the medical profession ought 
to get together with the legislature and have a rule 
whereby public women can be confined until their 
treatment is finished. 


DR. L. G. ROWNTREE, Minneapolis: Mr. Chair- 
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man: I cannot allow this opportunity to pass with- 
out saying a word of appreciation in regard to the 
work Dr. Butler and Dr. Irvine have done in the 
treatment of syphilis. Before I arrived at the 
University I knew about their plans and since I 
have been here I have been very busy in backing up 
their plans. I think they have a Very broad con- 
ception and I do not think it is possible to attack 
the problem from a broader point of view, and yet 
with more industry than they have. My relationship 
with this group has been very satisfactory. No one 
has ever been more willing to work or more anxious 
to look for work, or gave more attention to carrying 
on the work than they and I wish to express my 
profound appreciation at this time. In the treatment 
of the .syphilis the problems involving the medical 
and sociological side has become increasingly diffi- 
cult. We do want one thing, and that is control of 
the patient. Patients with hypertension, or with 
chronic arterial degeneration, or chronic heart 
disease, things that are not particularly disagreeable, 
they are likely to disregard. They will take care of 
the broken arm, or typhoid fever for six weeks with 
the distinct understanding that they will be out at 
the end of that time. But when you talk to a 
patient of treating him for five years, that is beyond 
his comprehension. Statistics have shown that re- 
gardless of experience the patients will only consult 
clinics for a certain number of times and then be 
lost sight of. Will we by reporting syphilis and by 
various methods drive people away? These are live 
problems. The fact remains that syphilis is a re- 
portable disease and Dr. Irvine has tried his best to 
make this known to all of you physicians. You do 
not have to report by name but by number and no- 
body knows who the patient is. 

DR. C. EUGENE RIGGS, St. Paul: Mr. Chairman: 
There are a few things that I would like to know 
and that I have not heard mentioned in this report. 
I would like to know what percentage of these cases 
in the clinic are neuro-syphilitic, what form of 
treatment was followed and what were the results of 
the treatment. Also, what about intraspinal medi- 
eation and intraventricular medication. These are 
all vital and important things, especially to the 
neurologist. 

DR. S. E. SWEITZER, Minneapolis: 
man, Gentlemen: The obiect of this paper is two- 
fold. In the first place we wish to give information 
as to the size of the clinic and also that it is not 
being utilized to any great extent by the physicians 
of the state, and I wish to extend an invitation io 
all of you to come and see what we have and what 
we are doing. The second obiect is to call atten- 
tion to the lack of treatment that the syphilitic 
patient who comes to the clinic has had from his 
previous physician. The men who are specializing 
are doing the work properly, but in spite of all that 
has been said or written, the patient is rather under- 
treated than over-treated. Some of the things in Dr. 
Butler’s paper were put in at my own suggestion. 


Mr, Chair- 


The Army treatment is being worked out by Dr. 
Butler and we shall work out a plan of giving mer- 
cury and salvarsan together and work out a plan 
also of giving the salvarsan alone and then the mer- 
cury. Personally, I have been giving them separate- 
ly, the idea being that I never have cared much for 
polytherapy. If you are liable to get a nephritis 
from one of these preparations you are more likely 
to get it if you give them together, and then you 
do not know which causes it. 

In the treatment we should be a little more care- 
ful not to irritate the kidneys. 

In regard to the rest Dr. Linneman mentions, a 
rest period of six weeks or two months is all right 
late in the treatment of the disease, but according to 
my ideas not in the early course of the disease. In 
the early stage of the disease a positive Wassermann 
reaction will be turned to a negative and if you will 
let the patient alone a number of weeks it will turn 
back to a positive reaction. The purpose of treat- 
ment is to keep the patient’s Wassermann test nega- 
tive, and I am doing this during the first 
year by giving him a short rest period at intervals 
and at the end of the year giving a month and 
possibly at the end of the second year two months, 
and then continuing the treatment. 

I wish to emphasize also the necessity for early 
diagnosis. It has been talked about and written 


about for several years, ever since the discovery of 
the spirocheta, but there are still men who wait 
until the disease is dissemminated, and opportunity 


for early cure is gone. An early diagnosis can be 
made by anyone who has a microscope and will look 
for the spirochetae. Also, if the patient is not im- 
mediately treated they are liable to spread the 
disease. Within twenty-four hours of it onset one 
can find the spirocheta in the initial lesion. 

Another thing to call attention to is that a nega- 
tive Wassermann reaction does not mean that the 
patient is cured. Many think that if the reaction is 
negative, as is desirable, the patient does not need 
further treatment. In the therapy outlined by Dr. 
Butler, he has emphasized the necessity of treat- 
ment for three years and secondary treatment for 
at least three years more. In regard to women 
patients, we lost more before social service aid went 
into effect than we do now. I do not think we now 
have any more trouble with the women than the 
men; some days we have regular ladies’ clinics. I do 
not know whether they would attend if we did not 
have the social service worker, but we do not have 
to write many letters any more. They seem to stand 
by us as well as the men. 

In regard to the treatment of neuro-syphilis, we 
are in rather an advisory position. I do not have 
charge of the patients in the hospital. Many of the 
patients are sent to the hospital and then go over to 
the Neurological service, and Dr. Hamilton has 
charge of them. At the clinic we have given only 
the intravenous treatment; the intraspinous treat- 
ment has to be given in the hospital. We ave taken 
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the tabetics and given them intravenous treatment 
and if they do not improve they are sent to the 
hospital to have treatment continued there. The 
figures concerning these cases may be obtained from 
the Department of Neurology. 





SOME APPLICATIONS OF 
PLE OF FOCAL 


THE PRINCI- 
INFECTION WITH A 
METHOD FOR THE REMOVAL OF 
EXTENSIVE DISEASE OF THE 
ALVEOLAR PROCESSES* 


By A. D. Dunn, M. D. 
W. L. SHearer, D. D. S., M. D. 
Omaha, Neb. 

The principle of focal infection has been 
established by the laboratory and accepted as 
a clinical factor in the etiology of acute and 
chronic rheumatism, cholecystitis, ulcer, certain 
acute and chronic nephritides, pancreatitis, 
pleurisy, and some neuritides (Billings: and his 
co-workers, notably E. C. Rosenow.) We 
thought that some comment on the application 
of this same principle to certain other common 
clinical problems might be of interest. Patients 
suffering from such morbid complexes, as 
neurasthenia (‘‘fag’’, ‘‘lack of pep’’, ete.), 
toxie psychoses, hypertension and _ vertigo, 
have generally proven unsatisfactory to treat. 
The etiology given for these conditions is dif- 
fuse, vague and lacks therapeutie workability. 
We have carried out some clinical experiments 
on a number of cases of obscure etiology. We 
wish to sketch a few of these clinical experi- 
ments and comment on their interpretation, to 
discuss certain principles that seem to us essen- 
tial in the clinical application of the focal in- 
feetion theory, and to present a_ surgical 
technique applicable to extensive infection of 
the alveolar processes. 

THE NEURASTHENIA-FAG TYPE, 

Case 1. 


(CASES 1 AND 2.) 
Dr. X. suffered from a neuritis of 
the right musculo-cutaneous nerve of the leg 
which had bothered him off and on for several 
years, from fag, insomnia, and mental depres- 
sion. His weakness and depression had become 
so severe that he was unable to work and had 
resorted to 14 to 1 grain of morphine daily to 
combat his feeling of utter hopelessness. 


*Read before the Southern Minnesota Medical Asso- 


ciation at Mankato, Dec. 1, 1919. 


A complete examination, including Wasser- 
mann, revealed nothing but a poorly nourished, 
worn out man with a neuritis of the right 
museulo-eutaneous nerve, and an extensive in- 
fection of both alveolar processes. 

The morphine was taken away gradually and 
the patient put on a hospital regime for ten 
days without material improvement. The 
mouth pathology was then removed by the 
operation to be described later. In six weeks 
he had gained twenty pounds in weight, had 
largely lost his neuritis, and stated that he felt 
better than he had in years. 

Comment. This case shows focal infection as 
a factor in producing neuritis, physical incapa- 
city and mental depression bordering on a 
psychosis. In our records is a case of toxic 
psychosis with hallucinations, that had been 
under a hospital regime for eight weeks with- 
out improvement. The mental condition began 
to clear almost immediately after the removal 
of an extensive buccal infection. 

Case 2. W.C., aged 38, complained of weak- 
ness, fag, inability to work, abdominal discom- 
fort with gas, shortness of breath, and palpita- 
tion. He stated that he suffered from ‘‘draw- 
ing sensations all over the body’’, nervousness 
and sleeplessness, and that he had recently 
spent five weeks in a sanitarium without bene- 
fit. 

Physical examination revealed nothing of im- 
portanee except tonsils from which caseous 
material could be expressed, and three teeth 
with small dento alveolar abscesses. He was 
of the eunuchoid type. The blood count was 
5,100,000 reds, and 6,000 whites and the 
hemoglobin 87%. The Wassermann test was 
negative. An examination of the stomach con- 
tents, stool, and urine revealed nothing ab- 
normal. Roentgenological examinations of the 
chest and gastro-intestinal tract were negative. 

The mouth pathology was removed on the 
seventh day in the hospital, the tonsils on the 
nineteenth. No improvement had taken place 
up to the time of the tonsillectomy, following 
which improvement was rapid with a gain of 
twelve pounds in weight in four weeks. The 
patient reported at the end of two years that 
he felt good, and that he had needed no other 
treatment, although his strength was not all 
that could be desired. 
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Comment. The presumptive diagnosis in this 
case was neurasthenia. The patient was quite 
typical of this class, both in appearance (Stiller 
type), and in the indefiniteness of his com- 
plaints. Removal of foci of infection enabled 
this man to work and to enjoy reasonably good 
health. It has seemed to us that the conception 
of the excess load might be justly applied to 
focal infections in neurasthenics. The consti- 
tutionally and temperamentally deficient have 
a much harder struggle with their environment 
than the physically and mentally fit. Add to 
their fixed handicap the extra load of a focus 
of infection and the scale is more apt to turn 
against them. The removal of the extra load 
and the concentration on their environmental 
problems of energy previously dissipated in 
combating removable infection, may deter- 
mine success as against failure in life. Tlic 
neurotic is a problem that will not down and 
any means that will help him to compensate 
his neurosis is worth while. We have records 
of several ‘‘decompensated’’ neurotics who 
were very materially assisted by the removal 
of buccal and tonsillar infections, 


HYPERTENSION-CHRONIC INTERSTITIAL NEPHRITIS 


(CASE 3.) 

Case 3. J. H. S., aged 45, complained of 
swelling of both limbs, polyuria, shortness of 
breath, and fatigue. 

The points noted on examination were a 
moderate cardiae enlargement, a markedly ae- 
centuated aortic second sound, systolic blood 
pressure of 184, diastolic 80. There was edema 
of both feet. The urine had a specific gravity 
of 1015, contained 2 pro mille albumin, and no 
sugar. Hyalin casts, some kidney debris, and 
blood cells were present. The tonsils were en- 
larged and contained pus. The teeth showed 
numerous dento alveolar abscesses. 

The patient’s condition began to improve 
immediately on removal of the infections. Two 
months later the urine still showed evidence 
of nephritis but the blood pressure was normal. 
Two and one-half years later the urine was 
normal, the blood pressure was normal, the heart 
sounds were normal and the patient was doing 
unusually hard farm work. 


Comment. The high blood pressure, the 


polyuria, the eardiae signs, and the urinary 
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findings, all fitted into the picture of chronic 
interstitial nephritis. Complete recovery from 
this syndrome which is not usually seen under 
common methods of treatment, is of interest. 
We do not maintain that the focal infections 
were the sole cause of the trouble but the sharp 
change in the patient’s condition and the end 
result following the removal of these infections, 
supports the contention that they were a factor 
of some importance. The return to, and con- 
tinuance of a normal blood pressure is note- 
worthy, for hypertension as a symptom is much 
more fundamental than albumin and easts. 
From our experience, infections have seemed to 
be one of the tangible factors entering into thi 
production of hypertension. We have seen ap- 
preciable drops in blood pressure and improve- 
ment in symptoms follow the removal of focal 
infections, when the results of previous dietetic 
and hygienic treatment had been little satis- 
factory. In hypertension cases where the heart 
was flagging under the load of a high blood 
pressure, the removal of infected tonsils or ex- 
tensive alveolar disease has apparently assisted 
in stabilizing the circulation. 


VERTIGO (CASE 4.) 


Case 4. Mrs. R. R., age 49, complained of 
dizziness and weakness. The dizziness had 
been so severe that she had sat up very little 
in the previous eight months and had needed 
help, when attempting to walk. She had been 
badly constipated and her appetite had been 
poor. 

The patient was a poorly nourished, middle 
aged woman. The tonsils were buried and 
septic. The left tonsil had an injected anterior 
pillar and was edematous. The submaxillary 
lymph glands were enlarged. The heart and 
lungs were normal; the abdomen was flabby, 
and diffusely tender in the right hypo-gastric 
region. The cecum was distended. The deep 
and superficial reflexes and sensations were 
normal. There was no nystagmus, and there 
were no auditory symptoms. The pelvis was 
normal. The blood showed 80% hemoglobin, 
4,300,000 reds, 14,000 leukocytes, with 74% 
polynuclears. The Wassermann test was nega- 
tive. A test meal showed a total acidity of 47, 
free HCl 25, and combined HCl 11. The stool 
examination was negative. 
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Films of the teeth showed extensive disease 
of both alveolar processes. 

A roentgenological examination of the gastro 
intestinal tract revealed nothing of importance 
except a somewhat tender retrocecal appendix 
and delayed colon motility. 

The patient was subjected to a hospital anti- 
constipation regime. At the end of 10 days 
the colon function was normal but without 
appreciable improvement in the dizziness. 
Alveolectomy was then performed with com- 
plete removal of the mouth pathology. No 
improvement resulted. Two weeks later, the 
tonsils were removed. Within a week the 
dizziness had largely disappeared. Three weeks 
later the patient was discharged from the 
hospital with complete recovery from the 
vertigo. The leukocyte count had dropped 
from 14,000 to 6,500. 

This clinical experiment would seem reason- 
ably well controlled and conclusive as far as 
such an experiment can go. No suggestions 
were given to the patient. The procedures 
were merely carried out. The reaction of the 
vertigo to the tonsillectomy was sharp. We 
have records of five cases of severe vertigo, in 
which the results of the experiment (tonsil- 
leetomy) have been just as brilliant. In one 
ease, removal of mouth pathology was followed 
by cessation of vertigo. A Meniere’s syndrome 
was very much improved, both in severity and 
in frequency of attacks, by removal of exten- 
sive mouth disease. Failures, when successes 
might be anticipated, will occur from incor- 
rect analyses of the etiology and from perman- 
ent changes having already taken place in the 
vestibular apparatus. One case of failure which 
illustrates this point, had in addition to badly 
infected tonsils, a syphilitic aortitis and hyper- 
tension (systolic blood pressure 210). All 
possible causes of vertigo should be canvassed 
before essaying the focal infection experiment. 
Obviously, cases of vertigo in otosclerosis, hyper- 
tension, arterio-sclerosis, severe secondary or 
primary anemias, intracranial diseases, etc., 
are not promising material. Shambaugh: has 
written on primary disease of the labyrinth as 
the result of focal infection. He logically in- 
ferred a neuritis of the vestibular nerve from 
tonsil infection because of the known predilec- 
tion of focal infection for single nerves. In 


the absence of experimental work with organ- 
isms grown from the tonsils, or of autopsy in- 
vestigations which would naturally be a remote 
and difficult possibility, all conclusions in re- 
gard to the pathology of the condition must be 
speculative. 

Extensive removal of teeth for focal infection 
has recently been justly criticized by Alvarez 
(3) but his criticism fails, if cases receive the 
detailed study and thought which is their due. 
Teeth and tonsils must occasionally be sacri- 
ficed to no purpose, but if the indications are 
weighed with the same care that is wont to be 
given to laparotomies, the number of bootless 
removals will be limited. In the study of these 
cases, two fundamental reasons for the removal 
of a foeus should be kept in mind: (1) the clos- 
ing of a door of entrance into the circulation 
for infecting micro-organisms and their toxins, 
and (2) the removal of a useless load which the 
system is compelled to carry. The load factor 
has not been sufficiently stressed. The energy 
required to keep an infection under control, 
destroy toxins and repair damage must be sub- 
tracted from the sum total of disposable energy. 
Therefore, the focus must be considered, not as 
the sole cause of disease, but as one factor or 
one condition participating in the production 
of that ‘‘peculiar abnormal course of the same 
processes which make up the life phenomena 
of healthy individuals’? (Cohnheim’s defini- 
tion of disease). It might be well to adopt a 
dynamic viewpoint in studying disease and to 
coneeive of certain 
several forces. 


resultants of 
It is a condition comparable to 


disease as 


the dynamics of chemical reactions involving 
several One views disease too 
often from a fixed point, one assumes a single 
etiology and a single explanation for what may 
be the result of several forces. If pathology 
is the result of an effort at adaptation to un- 
favorable internal or external conditions, there 
can be no reason why the system may not be 
adapting itself to several different conditions 
or forces at the same time. In other words, 
what we designate as a disease may be the 
resultant of the effort at adaptation, not to a 
single but to several forces. Typhoid fever 
illustrates the former group and the morbid 
states the latter. 
It is quite apparent that efforts at adaptation 


substances. 


associated with senescence, 
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to noxious agents, no matter how trivial, de- 
mand energy. It is the consciousness of this 
dissipation of energy that often brings the 
patient to the doctor complaining of pain or of 
impaired functioning of the organism as a 
whole or in part. In our opinion, the existence 
of foci of infection may be passed over when 
the patient’s life phenomena are normal, when 
he feels well, and when his energy is at par, 
but when energy is lacking and his life 
processes run wrong, in the absence of a tangi- 
ble, workable etiology, we should advise the re- 
moval of foci of infection if for no other reason 
than that the patient be given the advantage 
of a lighter load. The extra load of a focal 
infection should not be underestimated, even 
in combating disease of known etiology. We 
have repeatedly been impressed by the accel- 
eration of antiluetic cures by removal of the 
additional load put on the patient by foci of 
infection. 

Deductions from clinical experiments are 
notoriously fallacious. Several methods of 
therapy are usually applied simultaneously and 
sufficient credit is not allotted to rest, change 
of scene, and better hygiene. In our efforts to 
determine the value of the removal of infee- 
tions as a therapeutic procedure we have en- 
deavored to stabilize environmental and other 
therapeutic conditions before attacking the 
focus. We have tried to determine the norm 
of the patient under the conditions of the ex- 
periment before the experiment was carried 
out. The patients have nearly always been sub- 
jected for a time to a fixed hospital regime be- 
fore operation. The technique of the clinical 
experiment is another variable that must be 
For a satisfactory ex- 


accurately controlled. 

yeriment, the technique must be adequate. 
q 1 

The technique of tonsillectomy has been per- 


fected. Those of nasal and buccal infections 
are yet deficient. We wish to present as a 
corollary to this paper, a technique that satis- 
fies the demands of a satisfactory experiment 
for the removal of alveolar infection. This 
technique of external alveolectomy was ap- 
plied by one of us 14 years ago to the superior 
maxilla for cosmetic purposes, because it facili- 
tated the fitting of pleasing dentures in cases 
where the upper jaw was unduly prominent. 
In attempts at removal of infection with a 


APPLICATION OF THE PRINCIPLE OF FOCAL INFECTION 


curette, we were impressed with the uncer- 
tainty of the ‘‘working in the dark’’ and with 
the prolonged suppuration and retarded heal- 
ing of the curetted sockets. Removal of the 
external alveolar plate after thorough curette- 
ment convinced us of the improbability of com- 
plete removal of extensive infections by the 
curette. Therefore, the operation of alveolec- 
tomy was applied as a routine procedure in ex- 
tensive infections of the alveolar processes. 
The teeth are removed, the muco-periosteum is 
dissected up to the root ends of the teeth, the 
external alveolar plate is taken off, then the 
diseased tissue is attended to under the eye, the 
bone smoothed down, and the lingual and 
buceal gingival mucosae trimmed and sutured 
with horse hair. Healing, much to our surprise, 
has been almost entirely by primary union, 
febrile reactions have been practically elimi- 
nated, and the greater comfort of the patients 
following this procedure has been almost un- 
believable. Furthermore, the technique per- 
mits of the clearing up of an entire alveolar 
process at one sitting without fear of post 
operative reaction. 

Conclusions : 

1. The principle of focal infection is usable 
in the treatment of neurasthenia, fag, hyperten- 
sion and vertigo. 

2. Alveolectomy is the operation of choice 
for removal of extensive disease of the alveolar 
processes. The technique is adaptable to par- 
tial removals.* 

*Lantern slides illustrating the details of the 
technique of alveolectomy were shown by Dr. 
W. L. Shearer. 
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DISCUSSION 


DR. WILLIAM L. SHEARER, Omaha, Neb.: It is 
not my intention, in any manner, to discuss many 
of the problems as presented by Dr. Dunn in this pa- 
per, as my work is a component part of the paper, 
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and so, in reality, I should not have been on the 
program to discuss the paper, but to present lantern 
slides and cover the surgical technic for the certain 
eradication of disease as far as possible. 

When brought face to face with the difficulties in- 
cident to the removal of mouth pathology, having no 
surgical technic of a standardized nature to success- 
fully rid the mouth of these infections, I set to work 
to design operations which would accomplish this 
end. 

In 1905, as has been described by the essayist, 1 
designed an operation known as the External 
Alveolectomy. In the last few years we have found 
this operation most valuable when combating exten- 
sive infection of the jaws. I have endeavored, inso- 
far as possible, to standardize this technic in order 
that we might eradicate disease. 

A granuloma in the body of the alveolar process or 
jaw, may be analagous to any granulation tissue in 
any infected bone cavity and elsewhere. In this 
operation the disease is removed ‘under the eye as 
has been described and a collapse of the bone cavity 
is practically accomplished. The lantern slides 
should, in themselves, be illustrative of the steps em- 
ployed to accomplish this work. 

I can not refrain from expressing my appreciation 
of certain remarks made by Dr. Rosenau, insofar as 
they speak for the so long desired and surely neces- 
sary co-operation in this work, 

DR. EDWARD C. ROSENOW, Rochester: The 
Southern Minnesota Medical Association is to be con- 
gratulated to have brought before it such carefully 
controlled clinical experiments. The idea of consider- 
ing focal infections as a load on the health of the in- 
dividual as considered by Dr. Dunn is quite new or 
at least as not been sufficiently emphasized hereto- 
fore. Some of the experimental results which I have 
had indicate that a direct causal relationship might 
‘ exist between foci of infection and systematic disease 
in conditions in which no outspoken lesions have 
been found. Thus in a series of cases of intercostal 
neuralgia, intravenous injection of bacteria isolated 
from foci was followed by the occurrence of lesions in 
the posterior roots, and in patients suffering from 
niyalgia and nerve pains in various parts of the body 
the bacteria from foci localized and produced lesions 
in peripheral nerves and muscles adjacent to nerve 
filaments. 

The splendid results which Dr. Dunn and Shearer 
have achieved through painstaking, skilled effort in 
determining the probable focus and its complete re- 
moval indicate, first, that a simple extraction or ex- 
traction with curettement of infected teeth is not 
sufficient to surely eradicate alveolar foci of infection, 
and second, that exacerbations of systematic condi- 
tions nected so commonly following extraction and 
curettement, while indicating causal relationship, 
mean at least in many instances the stirring up of, 
and not the removal of the infection, and third, that 
the lack of improvement following the extraction of 
teeth may be due to the fact that the infected area 


did not heal even though the tooth had been removed, 
or that these foci were not responsible for the condi- 
tion. 

DR. DUNN (closing the discussion): I wish to 
add just a word in regard to systemic reactions fol- 
lowing the removal of extensive mouth pathology by 
the method described by Dr. Shearer. Since we have 
used this methtod, we have ceased to worry about ex- 
acerbations of temperature, collapse, rapid heart 
action and the other manifestations of acute toxemia 
or hematogenous infection. Alarming symptoms 
have been uniformly absent. Of course, patients will 
occasionally have exacerbations of joint manifesta- 
tions and of pains in the muscles and bones, but not 
to the degree that we were accustomed to see under 
the old methods even when only one or two teeth 
were removed at a time, 





THE TREATMENT OF TUBERCULOSIS 
OF THE SPINE* 


By H. W. Meyerprne, M. D., F. A. C. 8. 
_ Section on Orthopaedic Surgery, Mayo Clinic 
Rochester, Minn. 


Early diagnosis and careful prolonged care 
of the patient under competent supervision are 
essential in order to obtain favorable results 
when tuberculosis attacks the spine. Although 
conservative treatment has given a fair per- 
centage of favorable results, a definite group 
remains in which the surgical fusions of Hibbs 
and Albee have shortened the period of dis- 
ability, prevented further deformity, and given 
more certain relief than conservative measures, 
thus placing these operations on a sound sur- 
gical foundation in the armamentarium of 
treatment. 


The fact that the spinous processes and 
laminae are seldom involved in tuberculous 
spondylitis makes the fusion operations prac- 
tical. It is to be remembered, however, that the 
disease process is merely immobilized by such 
surgery and the deformity remains, that the 
patient is tuberculous, and that a focus in an- 


other part of the body probably exists. Na- 
ture is slow in producing ankylosis, and exter- 
nal splinting to immobilize completely is im- 
possible; surgery, on the other hand, gives the 
best fixation in a comparatively short time. 
Hibbs has reported (1916-1918) excellent re- 


*Presented before the Minnesota State Medical 


Asso- 
ciation, October, 1919, Minneapolis. 





‘TREATMENT OF TUBERCULOSIS OF SPINE 














Fig. 1. Hibbs operation. Fractured spinous pro- 
cess and spiculae of bone bridging freshened 
edges of laminae. 


sults from his subperiosteal fusion. He believes 
that all patients who will take anesthesia 
should be operated on. 
osteal tube filled with the fractured spinous 


He constructs a peri- 


processes and the freshened ends of the laminae 
from which spiculae of bone are chiseled and 


bridged; he has practically always produced 
fusion (Fig. 1). 

Albee credits his bone grafting operation, 
which consists of removing a long section of 
bone, preferably from the tibia, and placing it 
in the split spinous processes so as to bridge 
the diseased area well above and below, with 
85.25 per cent results following 539 operations 
collected from various clinies. The disease was 
arrested in 460; improved in 59; and unim- 
proved.in 20 (Fig. 2). 

Of 405 patients with Pott’s disease observed 
at the Mayo Clinic from September, 1912 to 
January, 1918, 100 were operated on by a mod- 
ified Albee bone grafting method. 


Age 


and 10 years 
11 and 20 ‘* 
56 «(S* - " 21 and 30 
» * - ” 31 and 40 
~ as - 41 and 50 

and 60 


4 oe ce +. 51 
Average age of the patients 25 years. 


9 were patients between 1 


“4 


5 


Sixty-five per cent were males and 35 per 
cent females. Eight patients had had symp- 
toms less than one year; 24 had had symptoms 
for from one to two years; 21 for from two to 
three years; 13 for from three to four years; 
10 for from four to five years; one patient had 
had symptoms for nineteen years. 

Twenty-two gave a history of trauma to the 
area involved; 78 did not mention an injury. 
Twenty-seven had had tuberculosis in other or- 
gans, lungs, joints, testicles, peritoneum, and so 
forth, before symptoms were manifested in the 
spine. Symptoms of paraplegia were present in 
7 and were not considered contraindication to 
operation. 

The disease was located in the high dorsal 
region in 2 patients; middorsal in 14; low dor- 
sal in 27; dorso-lumbar in 11, and lumbar in 46. 
Definite abscesses existed in 8 patients, sup- 
purating sinuses in 9, and deformity in 78. Pre- 
vious treatment had been unsatisfactory and had 
consisted of the application of casts and braces, 
and in 3 of the cases bone grafting had becu 
done elsewhere. 


In all instances a thorough clinical examina- 
tion should be made with special attention to 
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operation until, in the judg- 
ment of the surgeon, the 
disease process has been ar- 
rested. The bone graft used 
in our cases was curged to fit 
the deformity (Fig. 3). The 
very young and those adult 
patients who present formid- 
able complications are treated 
conservatively. Reeumbeney, 
rest, and general physical 
hygiene are essential in all 
cases. Patients under 5 and 
adults who present eomplica- 
tions, such as sinuses and 
pulmonary tuberculosis, 
should be treated by means of 
the Bradford frame for a 
period usually from six 
months to one year, or until 
the disease has been arrested. 
This is followed by plaster of 
Paris casts applied so as to 
take off the weight-bearing 
from the diseased area and 








Fig. 2. a. Modified Albee operation. 


tuberculous lesion. 
b. Superior view to show graft in position. 


locating the primary focus. The x-ray is in- 
dispensable in determining the extent of the 
disease, and the amount of calcification, and 
frequently it demonstrates abscess formation 
and old healed tuberculous pulmonary lesions, 
otherwise difficult to diagnose. While Pott’s 
disease may usually be diagnosed without dif- 
ficulty, the x-ray is of great value in the differ- 
ential diagnosis. The von Pirquet test serves 
a limited field in the very young and its value 
decreases with advancing age. Blood count, 
temperature, and so forth, aid in giving ¢lues to 
anemia, secondary infection, and the activity of 
the disease. 


It has been our experience that the most 


favorable results are to be obtained by a proper 
selection of patients to be operated on and the 
continuance of the conservative treatment after 


Lateral view showing a curved 
graft placed so as to bridge two vertebrae above and two below the 


give the spine as much fixa- 
tion in extension as is possible 
(Fig. 4). Still later a Taylor 
spinal brace is applied. In 
some instances when the gen- 
eral condition has improved, 
symptoms of spinal 
unarrested after 


but the 
main 


disease re 
such treatment, bone 
graft operation may be resorted to with benefit 
and the braces afterward removed. The Calot 
jacket and suspension jury masts are useful, 
especially when the disease attacks the upper 
dorsal and cervical spine. When the jacket is 
properly applied it will give beneficial fixation 
(Fig. 5). Many patients have been treated by 
east and brace which fail to support the weight 
above the diseased area. The result of the ap- 
plication of such apparatus is more harmful 
than beneficial, since it acts as a restrictor of 
respiration and adds to the weight and discom- 
fort of the already overburdened body. <A 
properly applied jacket allows breathing space, 
it hyperextends the spine, and supports the 
weight above the necrosed area. All braces 
should be applied under the supervision of the 








attending surgeon and never left to the brace- 
maker, for, while the latter may be proficient 
in the making of the brace, the principal and 
adjustment require a knowledge of the extent 
of the disease itself. 

What has been said of the cast and its ap- 
plication may be said also of the brace. Many 
are positively harmful. Recumbency without 
doubt is the most satisfactory aid to treatment. 
When early diagnosis is made, and fusion is in- 
duced surgically, reinforced later by some 
means of external fixation, and general anti- 
tuberculosis treatment is adopted, marked de- 
formity and complication will soon become rare. 
Tuberculosis when healed by nature most often 
leaves the unfortunate a cripple, perhaps with 
draining sinuses, and not un- 
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ment of the surgeons varies in different 
clinies. Usually the  patient’s relief an: 
desire to move, is of value, and when 
his temperature is normal and he is free from 
pain and muscle spasm, he may be given per- 
mission to sit up after a properly fitted brace 
has been applied. Later an x-ray is taken; the 
amount of calcification and union found are of 
importance in determining the extent of repair. 
At the clinie the period of recumbency and the 
time on the Bradford frame is determined by 
the condition of the patient after repeated ex- 
aminations; no definite time for conservative 
treatment is established. After the period of 
recumbency a cast is applied, and still later a 
spinal brace. All the while the patient and his 





commonly, paralyzed. Th: 
Rollier sunshine treatment 
should be urged, and it 
should be instituted while the 
patient is under eontrol. 
Medication may be indicated 
when anemia of a secondary 
nature is present but in many 
instanees good _ nourishing 
diet, cod liver oil, and fresh 
air and sunshine meet all the 
requnirements. Inasmuch as 
the lesion in the spine is a 
local manifestation of a dis- 





Cross Section of Tiba 


db 


ease process which has prob- 
ably had its origin in a 
primary focus in some other 
part of the body, the general 
hygienic care of the patient 
is of first importanee. A rule 
with regard to the period of 
recumbeney would be imprae- 
tical, especially in conserva- 
tive treatment, since the con- 
ditions as to activity, extent, 
and abscess complicatirons 
vary so much at the time the 
patients present themselves 





for treatment. 











It is somewhat difficult to 
decide when the patient 
should be alowed to get up 
after operation, and the judg- 


Fig. 3. a. Incision in the skin to expose the flat internal surface of 
the tibia. The dotted line represents outline of curved bone graft 
removed by bone saw. 

b. Cross section of tibia showing the shape and comparative size 
of graft. 
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relatives are impressed with the value of the 
general care, especially the fresh air and sun- 
shine (Rollier). All patients treated by re- 
cumbency should be kept in an institution long 
enough to instruct the parents or other rela- 
tives with the method; in this way much bet- 
ter results are obtainable and the parent who 
is alarmed on seeing the child on the frame 
for the first time will later become a firm be- 
liever in the value of the method. The great 
danger is in the first week when the child eries 
and the parent desires to hold or rock the child, 
thus halting or breaking up the treatment. A 
child with tuberculosis ef the spine almost 
never cries to get off the frame when once its 
back has become accustomed to the new posi- 
tion and the pain is relieved. 


While the time of recumbency cannot def- 
initely be given, a year will usually suffice, 
especially if hyperextension and heliotherapy 
are combined with fresh air, and proper food 
and nursing. In surgical cases the time of 
recumbency is lessened; in most of our cases 
the patient is up and about in six weeks with a 
cast or brace. Care must be taken not to frae- 
ture or loosen the graft, since during recum- 
beney and when the patient is turned, as well 
as when he is up and about, the spine must be 
kept from rotation and flexion. Nurses are 
taught to turn the patient by rolling, the 
shoulder and thigh being grasped so as to pre- 
vent twisting of the spine. A well fitted cast, 
split before operation and padded and re-ap- 
plied immediately after, is the best method of 
fixation in bed. A stiff bed should be used, 
however, and the spring reinforced with trans- 
verse boards. During the sixth week the brace 
is applied while the patient is in bed; he is 
allowed to become accustomed to the upright 
position on a back rest and later to sit in a 
chair. Within the next few days the patient 
in most instances begins walking and is then 
cautioned against removing the brace unless 
he is recumbent. 

It is obvious that the reported results vary 
according to the interpretation of cure. It is 
considered desirable to express value of treat- 
ment in terms of improved and unimproved 
conditions. If the patient is relieved of pain 
and is able to return to activity, although the 
deformity and even evidence of psoas abscess 





Fig. 4. Support for surgical Pott’s disease consist- 
ing of steel bands reinforced by leather, plaster 
paris or celluloid. 


remain, he should be considered as benefited by 
operation and is so reported in this series. All 
patients are advised against heavy manual la- 
bor, but some have returned to farming and 
one to the occupation of lineman, which re- 
quires climbing telephone poles. 

Eighty-six per cent of the patients in 
the series have been relieved of clinical 
symptoms. Three patients are unimproved: 
3 have not been heard from. Eight  pa- 
tients have died since operation: (1) One 
child aged 4 who had had_= symptoms 
for two years, and presentcd a kyphos was 
operated on and recovered sufficiently to attend 
school. Death was reported eighteen months 
after operation, due to tuberculous meningitis. 
(2) A woman aged 26, who had had symptoms 
five years, died twenty-two months after oper- 
ation of tuberculous peritonitis. The postmor- 
tem examination showed the graft ankylosed 
and the spine healed. (3) The death was re- 
ported of a man aged 51 who had had symp- 
toms for two years, but no cause or date was 
given. (4) A woman aged 26 died from tuber- 
culous peritonitis. She had been dismissed 
with a brace, apparently improved. (5) One 
man aged 35 had had symptoms three years. 
Ile died from miliary tuberculosis, tuberculous 
adrenals, tuberculous spine, and so forth. (6) A 
man aged 24 with symptoms of eighteen months’ 
duration died six months after operation; the 











TREATMENT OF TUBERCULOSIS OF SPINE 











Fig. 5. Bradford frame showing hyperextension obtained. 


cause is not known. A psoas abscess was pres- 
ent at the time of operation. (7) A man aged 
24 with six years of symptoms died of pulmon- 
ary embolism the twelfth day after operation 
while still recumbent as he was reaching 
out for a book. (8) A man aged 39 whose con- 
dition was complicated by an old pulmonary 
tuberculosis and who had had spinal symptoms 
one year, died of meningitis thirteen days after 
operation; the cause of death was tuberculous 
meningitis. 
SUMMARY 


1. The fusion operations of Hibbs and Albee 
for tuberculosis of the spine have given a means 
of internal fixation which shortens recumbency, 
prevents further deformity, and tends to hasten 
the healing of the diseased process. 

2. The diseased process in the vertebral 
bodies is not eradicated by the fusion operations 
and relief of symptoms does not mean cure of 
the disease. 

3. The value of general anti-tuberculous 
measures is of primary importance and should 
be insisted on. 

4. Reeumbency and external fixation are still 

necessary adjuncts to successful treatment and 
should be carefully earried out. 
“5. Abscesses should be let alone unless they 
cause discomfort or pain, or are secondarily in- 
fected, when they should then be carefully 
aspirated and injected. 

6. A primary foeus which may be deter- 
mined in a small number of cases indicates a 
general disease of which the spinal symptoms 
are manifestations. 

7. Children under 5 and adults with active 
pulmonary lesions and sinuses are poor risks. 

8. Paraplegia does not contraindicate opera- 
tion for fixation. 
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DISCUSSION 


DR. C. C. CHATTERTON, St. Paul: In cases of 
Pott’s disease we usually find some source of the in- 
fection. We find in practically all these children 
enlarged inguinal glands, enlarged glands at the 
cervical region, and we may find tuberculosis of the 
tonsil. We may find kidney trouble of tuberculous 
crigin, or we may find a tuberculous epididymis. I 
believe, as Dr. Meyerding has said, tuberculosis in the 
spine is always secondary to tuberculosis in some 
other part of the body, therefore, tuberculosis must 
be a general systemic disease. 

The treatment of Pott’s disease, I believe, depends 
upon the age, the condition of the patient, and the 
position of the disease in the spine. I think the 
position of the disease in the spine is most important. 
We are very well satisfied when tuberculous disease 
in the cervical region is treated by the jury-mast. In 
the upper dorsal region, especially with disease in 
the first, second and upper dorsal vertebrae, where 
we have constant motion from breathing, the treat- 
ment is absolutely unsatisfactory: with any type of 
support I know of. In the lower lumbar region, 
we need some outside fixation which we cannot get 
from a support or brace. In the mid-dorsal low- 
dorsal, and upper lumbar regions, we feel satisfied 
with a support that will hyperextend the spine. The 
results are good. 

I was glad to hear the doctor say they operate on 
practically one case in four. Our series is much 
smaller and we operate only one in ten. In children 
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under ten years of age our operations with Albee 
grafts are unsatisfactory; the grafts have disap- 
peared in several cases and the graft always has 
loosened and did not give support. We found that 
after operation complications would go on but 
people seem to think that the patient will be cured. 
That is not so because we may have abscesses, 
paraplegia, tuberculous meningitis, and amyloid 
degeneration develop. 

The doctor said that hygiene was an important 
feature in connection with treatment. I still believe 
that hygiene is the thing that cures tuberculosis, to- 
gether with fixation by whatever method you may 
use. I think in small children the ideal treatment 
is bed treatment on a frame. 

DR. CHARLES A. REED, Minneapolis: I think 
Dr. Meyerding has given us a very fine, conservative 
and comprehensive paper, and I only want to 
emphasize one thing he has said in regard to the 
Albee operation. There are many men who would 
not think of taking care of a case of Pott’s disease, 
either from personal disinclination or from a lack 
of experience, but immediately they find that they 
can do a bone grafting operation they do an Albee 
operation and take care of the disease. If you do 
not wish to take care of Pott’s disease conservatively, 
do not put in an Albee graft or resort to other surgi- 
cal treatment. In cases of doubt, especially in chil- 
dren, use the recumbency treatment with a Brad- 
ford frame, and your results will be better than any 
other treatment if you keep them in recumbency. 








VAGINAL DRAINAGE* 


FREDERIC J. PLONDKE, M. D. 
Chief Surgeon, St. Johns Hospital 


St. Paul, Minn. 


It is the consensus of opinion among gynec- 
ecologists that pyogenic infection of the female 
genital tract is usually of gonococcie origin; 
that if unmolested the products of such infec- 
tion in the majority of cases, eventually be- 
come quiescent and often entirely sterile; also, 
that the lesser number of cases not caused by 
gonococci are due to bacteria that are capable 
of and do retain their vitality for an indefinite 
period. As it is impossible to determine def- 
initely the nature of the infection at the time 
of operation it is evident that the surgeon who 
disregards a possible causitive factor other 
than the gonococcus, is apt to find himself in 
serious trouble. Some operators are so bold 
that they close the abdomen in all chronic pus- 
tube eases. Others drain the doubtful ones, 
still others drain all cases. Our experience has 
led us to side with the latter. We believe that 
in the light of our present knowledge, namely : 
that staphylococci, streptococci and other long- 
lived organisms are often the infecting agents. 
it is safer to drain all cases where pus is spilled 
during the operation. We sometimes go still 
farther and where large areas are 
stripped of peritoneum and oozing cannot be 
completely controlled. We would hesitate 
somewhat to recommend the latter if abdominal 
drainage were to be used, but with the method 
to be described it is believed that the results 
justify the means. 

In a paper published in ‘‘Surgery, Gyne- 
ecology and Obstetrics’’ February, 1916, Coffey 
advocates immediate operation in all cases of 
acute gonorrheal salpingitis, giving his reasons 
as follows: ‘‘By doing the operation at this 
(acute) stage the patient’s suffering is cut off 
at once. 


drain 


The ovaries are saved in good condi- 
tion and the possibility of serious adhesions 
with perforation into the bowel is completely 
removed and the patient is cured and the like- 
lihood of permanent incurable discharge from 
the uterus is very much lessened.’’ He then 


*Read at the Sioux Valley Medical Association, Sioux 
City, Iowa, January, 1920. 
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fer to some of the draw-backs of drain- 
age from above. They are a long te:li- 
ous convalescence, a nasty discharging 
wound, a possible permanent fistula, an 
unsightly sear and a weakened ab- 
dominal wall with its danger of post- 
operative hernia. On account of these 
objections, the writer has for a number 
of years past, substituted vaginal for 
abdomnial drainage whenever possible. 
Not alone in pelvie abscess and other 
pathologie conditions that can be re- 
lieved by opening the ecul-de-sae froin 





describes in detail an abdominal drain consist- 
ing of twenty to thirty gauze wicks laid across 
the abdomen reaching down into the pelvis. 
The intestines are shut off by five or six layers 
of gutta percha tissue. The gauze is removed 
in six days and the gutta percha in two weeks. 
It takes the wound five or six weeks to heal. 


That there is logic in Dr. Coffey’s argument 
cannot be denied and if all such cases could 
be treated by men of Coffey’s ability we might 
concur in his opinion, but in view of the fact 
that a great number of these unfortunates must 
fall into the hands of incompetent and inex- 
perienced operators and the further fact that 
practically all recover from the acute stage and 
many permanently, we would hesitate to make 
this procedure a general recommendation. On 
the other hand it must be admitted that many 
such abdomens are opened under mistaken 
diagnosis. Then, if proper drainage is not pro- 
vided the mixed infection brought about by 
the operation is almost sure to prove disastrous, 
and, here it is important to know that in these 
acute cases, the ordinary drain, as split rubber 
tube, cigarette ete., placed from above, is total- 
lv inadequate. We quote Coffey at length, not 
to condemn or even criticize, but to compare 
the results of an approved abdominal drain 
with a method which in our hands has proved 
easier, simpler, safer and in every way more 
satisfactory ; which brings us to the subject of 
our paper. 

In order to emphasize the advantages of 
draining through the vagina, one need only re- 





below, but also in those cases where an 
abdominal operation with drainage of 
the pelvis and lower abdomen is re- 
quired. Every surgeon is familiar with the 
method of puncturing the vaginal wall to evacu- 
ate the cul-de-sac. It therefore needs no atten- 
tion here. Drainage through the vagina by plac- 
ing the tube from above has been very satisfac- 
tory in our eases, both for immediate effects and 
end results. 

Our method is as follows. When careful ex- 
amination reveals a condition that suggests a 
probable necessity for drainage, the patient, 
after being anesthized is placed in the lith- 
otomy position, a weight speculum introduced, 
and the vagina swabbed dry with a sponge; Tr. 
of Iodine is then applied to the vaginal wall 
and cervix; the posterior lip of the cervix is 
grasped with a tenaculum forceps, (Fig. 1 and 
Fig. 1 A-a) and drawn forward. A fold of 
mocosa about one half inch posterior to its 
junction with the cervix (Fig. 1 and Fig. 1 A-b) 
is grasped with a long, curved rat toothed 
forceps, (Fig. 2) with the point directed for- 
ward. The forceps is left in this position. 
When the hand releases the foreeps it will 
rotate one-fourth to one-half way round. It is 
important to note which way it turns so as to 
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Fig. 3. 


instruct the nurse how to manipulate it later. 
The speculum is removed and the patient 
placed flat on the table, the parts prepared 
and the abdomen opened in the usual way. If 
during the operation the peritoneum becomes 
soiled, or for other reasons drainage is decided 
upon, the uterus is grasped with a uterine 
elevator, (Fig. 3) and pulled forward and up- 
ward. (Fig, 4-a). A nurse or other attendant, 
who need not be ‘‘clean,’’ passes her hand 
under the cover from below, grasps the handle 
of the forceps and brings it in position so the 
point is directed forward. With force from 
below the point of the forceps (Fig. 4-c) is 
plunged through the vaginal wall until it 
emerges in the cul-de-sac; the hand of the 
surgeon, (Fig. 4-d) which may be covered by 
gauze or towel (Fig. 4-b) protecting the vicera 
above. The blades of the forceps are separated 
(Fig. 6-b) thereby enlarging the opening. If 
deemed advisable the opening can be further 
enlarged by stretching with the fingers from 
above. If preferred the opening in the vaginal 
wall can be made above with 


from sharp, 


pointed, curved scissors (Fig. 5-a) using the 


oint of the forceps (Fig. 5-b) in the vagina 
fn) 


as a guide. The end of a good sized rubber 


























Fig. 5. 


tube and one or two strips of iodoform gauze, 
(Fig. 6-a) are placed between the open blades 
of the forceps (Fig. 6-b) The forceps closed, 
and holding the tube and gauze is withdrawn 
through the vagina. The upper end of the 
tube, which is allowed to extend about two 
inches into the cul-de-sac is fastened loosely to 
the posterior surface of the uterus with one 
stitch of plain cat gut (Fig. 7-a). The gauze 
(Fig. 7-b) is used to keep the wound open, to 
control oozing and prevent adhesions between 
the intestines and denuded surfaces. The 
omentum is pulled down and the lower end 
earefully tucked in between the uterus and in- 
testines. This is important for it thus provides 
an avenue of escape for the infected secretions 
higher up, guiding them to the drain in the 
most dependent part. As the success of any 
drain depends largely on the reversal of the 
lymph cireulation, which latter is stimulated by 
irritation, such as caused by trauma or foreign 
material, it is obvious that if the omentum, 
with its rich lymph supply, is brought in con- 
tact with the injured part, or still better the 
drain itself, it will aid materially in producing 
the desired results. When, on account of the 
distended intestines the omentum does not 
readily reach to the pelvis we sometimes, in 
acute cases, attach it loosely to the posterior 
surface of the uterus with a plain cat gut stitch. 
Objections may be raised against the latter 
procedure because it is apt to leave the omen- 
tum adherent to the uterus, but when we con- 
sider that many of these operations are life 
saving measures and that the omentum is na- 
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Fig. 6. 


ture’s drain, far superior to any artificial one 
and further that omental adhesions in the pel- 
vis seldom causes serious trouble, then, even 
though such adhesions should occur, the bene- 
fits derived easily offset the objection. The 
abdomen is closed, as in a clean ease and the 
patient placed in her bed in a semi-sitting 
position. The gauze is removed on the third or 
fourth day. The tube will usually come away 
of its own accord when the eat gut stitch hold- 
ing it is absorbed. While this method of drain- 
age is especially applicable in badly infected 
tubes with extension to adjacent parts, its use 
is by no means limited to this condition. We 
have, in a considerable number of cases of ap- 
pendicial abscess and in peritonitis from vari- 
ous causes, drained through the vagina. In the 
latter cases, however, if indicated, the tube is 
allowed to through the abdominal 
wound, or a separate tube is placed above, thus 
providing drainage from below and above. 


project 


After a few days the upper tube is removed, 
or, if only the one tube is used, it is cut off 
above, then by traction below is drawn through 
the vagina until the upper end rests in the eul- 
de-sae as already deseribed. This allows the 
abdominal wound to heal, thereby shortening 
the convalescence. When the tube comes away, 
or is removed, a douche is given once daily 
until the discharge ceases. Excepting the an- 
noyance of a slight vaginal discharge for a 











Fig. 7. 


time, patients thus treated enjoy every advan- 
tage of a clean operation. Chronic eases are 
up and about in ten days and leave the hos- 
pital in two weeks, acute cases only a few days 
longer. 

We prefer, then, to drain through the vagina, 
because : 

Ist. It eliminates all the objectional fea- 
tures of drainage from above. 

2nd. It is more efficient, more comfortable 
for the patient and needs less attention. 

We prefer the above described technique be- 
cause : 

Ist. 


It is simple and comparatively easy. 
2nd. By preliminary preparation of the va- 
gina the entire procedure is surgically clean. 


3rd. That attendant who manipulates the 
forceps in the vagina need not be ‘‘clean’’ and 
does not disarrange the aseptie covering. 

4th. By suturing the tube to the posterior 
surface of the uterus it cannot come away un- 
til the cat gut stitch is absorbed, then it comes 
away easily and without pain. 

5th. It does not require the assistant’s 
fingers in the vagina to act as a guide and 
consequently eliminates the danger of the 
fingers being passed into the rectum, and the 
bowel opened from above by mistake. If drain- 
age is not required the forceps is removed and 
no harm is done by the preliminary prepara- 
tion. 
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GRADUATE MEDICAL WORK 

This article is intended to show how the gradu- 
ate medical work at the University of Minne- 
sota is administered and to supply some informa- 
tion in regard to the purposes and methods of in- 
struction. 

The Graduate School is the division of the 
University which offers instruction in advance of 
the bachelor degree in arts or science, or in ad- 
vance of the first degree in a professional school. 
It is consequently the division chiefly concerned 
with research and with the training of investi- 
gators and specialists of all kinds. The dean of 
the Graduate School is Professor Guy Stanton 
Ford, chairman of the department of history. 
The school has an exeeutive committee represent- 
ing the great groups of subjects, such as social 
science, natural science, medicine, agriculture 
and education. It has a faculty consisting of 
men in any department of the university, who 
are chosen by the dean and executive committee 
as fitted to give advanced instruction and train 
research students. The Mayo Foundation for 
Medical Education and Research is a part of the 
Graduate School and certain of its members are 
on the Graduate School faeulty. Similarly, 
certain members of the medical faculty are 
members of the graduate faculty. 

All graduate work is conducted under gen- 
eral rules prescribed by the graduate faculty, 


but the detailed control of each great branch is 
under a special committee; for example, the 
committee for agriculture and the committee for 
medicine. The latter committee consists of the 
president of the university, the deans of the 
Graduate and Medical Schools, Director Louis 
B. Wilson of the Mayo Foundation, Professors 
C. M. Jackson, J. C. Litzenberg, L. G. Rown- 
tree, and J. P. Sedgwick of the Medical School. 
and Professors D. C. Balfour, W. F. Braasch, 
and M. S. Henderson of Rochester. The com- 
mittee is the immediate administrative body for 
all graduate work in medicine and makes recom- 
mendations to the regents and to the dean and 
executive committee of the Graduate School on 
the aceeptance of students, the appointment of 
fellows, the appointment of members of the 
graduate faculty, the conferring of degrees, ete. 
Particularly this committee is charged with 
recommending the annual budget of the Mayo 
Foundation. 


Under this organization a student may work 
for the degree ‘‘Master of Science’’ or the de- 
gree ‘‘ Doctor of Philosophy’’ in any of the pre- 
clinical sciences such as anatomy or pathology, 
or in clinical branches. For admission to gradu- 
ate work in the sciences a bachelor’s degree is re- 
quired; for work in the clinical branches the 
M. D. degree and a year of internship are re- 
quired, in addition to the bachelor’s degree or 
equivalent. 

Many of the graduate medical students—but 
not all—hold fellowships. By this is meant that 
they receive small annual salaries and are ex- 
peeted to give a certain amount (not exceeding 
half time) of service. At Minneapolis the fel- 
lows assist in the clinies or in teaching medical 
students, or in the conduct of the University 
Health Service. The Burch Fellow assists at 
Dr. Burch’s office. There is a new fellowship in 
tuberculosis supported by the Hennepin County 
Anti-Tuberculosis Committee, the holder of 
which will work in that field. At Rochester the 
fellows assist in the Mayo Clinic, the hospitals 
and the laboratories. Edueationally this service, 
whether teaching or assisting is valuable be- 
cause it contributes to the students’ knowledge 
and power. Economically the system of fellow- 
ship finds endorsement in the fact that few men 
are able financially to undertake a long gradu- 
ate course after the six years of the regular 
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medical course and the year of unpaid intern- 
ship. It is not essential to the plan, however, 
that all graduate students hold fellowships. 
Some pay their own way and carry on their 
studies without obligation of service. 

All graduate teaching is essentially individual. 
There are few classes; few required lectures. 
Every student is under a faculty advisor who is 
responsible for making out the student’s pro- 
gram from year to year. Every student selects 
his ‘‘major’’ subject and also a ‘‘minor’’ or sup- 
porting subject. For example, Major in Path- 
ology, and Minor in Anatomy, or Major in Pedi- 
atrics and Minor in Biochemistry. The student’s 
advisor must see that the student gets thorough 
all round training in his ‘‘major,’’ a fair 
knowledge of his ‘‘minor,’’ and also sufficient 
knowledge of any other work which may be 
fundamental to either major or minor. 

The purpose of the Graduate School is to make 
productive scholars. The training of scholars 
takes time; hence the rules requiring at least 
two or three years for an advanced clinical de- 
gree. A scholar must be familiar with the litera- 
ture of his specialty ; hence the requirement of a 
reading knowledge of French and German. The 
test of productive scholarship is original investi- 
gation; hence a thesis involving new facts in 
some phase of the major subject is required. The 
certification of advanced scholarship is a serious 
responsibility ; henee the Graduate School de- 
mands searching written and oral examinations 
of all candidates for degrees. 

These in general are the requirements. They 
are quite different from those of an undergradu- 
ate school. There is no ‘‘hand feeding,’’ no 
formal reciting, no prescribed lessons, no re- 
porting of absences, no routine laboratory ex- 
ercises. The essential environment consists of 
libraries, laboratories and clinical material, with 
competent supervision—and, above all, criticism. 
The student with his advisor as a guide is turned 
loose to educate himself. Mostly he learns by 
doing, which is the natural way. If he has ‘‘stuff 
in him,’’ he arrives. If he is only an imitator 
or absorber or bluffer, he shows what he is. 

In the winter quarter the University of Min- 
nesota had 156 graduate students in medicine. 
37 of whom were at Minneapolis and 119 at 
Rochester. This is the largest number of strictly 
graduate medical students anywhere. About 20 
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will come up for degrees at the coming com- 
mencement. The student body is of very high 
order. There are many more applicants than 
available places, particularly in surgery and 
pediatries. 

It is believed that the University of Minne- 
sota has the best worked out plan of graduat> 
medical instruction to be found any where. |: 
is believed that it will produce leaders in science 
and leaders in medical practice. The formula- 
tion and actualization of this plan constitutes 
the most distinctive movement in medical educa 
tion of the last decade. 

The reader will be likely to say: ‘‘Such a 
plan evidently will produce highly trained spe- 
cialists and researchers but what does it offer to 
the busy doctor who desires to spend a few weeks 
brushing up and learning new things?” It 
should be borne in mind that the practitioner 
needs well organized, intensive, short courses. 
with the opportunity of secing a large amount of 
clinical material. The University Medica! 
School could not offer satisfactory work of that 
kind for the reason that its facilities and teach- 
ers are fully employed in undergraduate instruc- 
tion. For a professor to take informal charge of 
one or two advanced students is quite different 
from the conduct of classes of short time stu- 
dents. The latter type of work should be pro- 
vided in great centers of population, using 
clinical material not employed for undergradu- 
ate teaching. Our university, however, opens 
its regular classes and clinies to physicians, who 
also can usually get opportunities for work in 
animal and cadaver surgery, dissection and 
other laboratory subjects. With its present 
equipment and staff the university would not be 
able to offer more to the short course student. 
even if the advanced and strictly graduate work 
were not carried on. 

Graduate work in medicine is just beginning. 
Specialists have been largely self-made, for there 
was no other way. That time is passing. Sys- 
tematic training and formal certification of 
proficiency by educational institutions will con- 
stitute the regular road to a specialty, just as 
they do to general practice. Our university has 
made a pioneer movement in this direction, 
which has created much interest in educational 
circles. Much remains to be done. It is essen- 
tial that the facilities in the Twin Cities be de- 
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veloped equally with those at Rochester. It is 
essential that broad wisdom be exercised in the 
use of the Mayo Foundation endowments. It is 
essential that medical education should have the 
cordial support of the medical profession. 

e. P. hh. 





WHAT IS THE RELATION OF VOLUN- 
TARY PUBLIC HEALTH WORK TO 
THE MEDICAL PROFESSION? 


To make the answer conerete, what is the 
function, say, of the Minnesota Public Health 
Association in Minnesota? 

The answer is, to interpret to the public 
what medicine, surgery, and public health, 
mean in the scheme of things. Neither the 
medical profession nor official public health 
bodies can do it; and somebody should. 

Why cannot the medical profession or of- 
ficial bodies do this? Because, as everyone 
knows, any effort in that direction by the med- 
ical profession is looked upon by the public as 
the self-assertiveness of a special class, boom- 
ing its own business; while the official bodies 
have been specifically denied funds for the 
purpose, as giving undue advantage to one de- 
partment of the government in the race for 
popular support and increased appropriations 
in which all government departments are en- 
gaged. 


Now medicine, surgery, and public health, in 
the Great War, once and for all demonstrated 
themselves as one absolute essential of success 


in Big Business. They showed themselves to 
be not philanthropies, not fads, not conscien- 
tious (or unconscientious) doctrines or beliefs, 
but hard featured necessities—without which 
there would not have been a Great War at all. 
The Medical Corps showed itself to be as es- 
sential a part of the proceedings as the engi- 
neers or the artillery or the submarines or any 
other one of the contributing branches; and 
moreover it showed itself as fundamental to all 
of them. Yet the public do not see it. Public 
Health Legislation asked by the Medical pro- 
fession, however 
often condemned 
profession 


altruistic, is suspected and 
merely because the medical 
asks it. The recent movement 
amongst medical men to keep out of legisla- 
tion designed for the public good, to advise 


and warn, but no longer actively to seek re- 
forms in public health, is the outgrowth of the 
reception their altruistic efforts have in past 
times received. On the other hand official pub- 
lie health bodies are under the same ban of sus- 
picion. They likewise are held to be pursuing 
power or prestige whenever they ask progress. 

But a voluntary association is as free as air 
to propagate -anything; and therefore surely 
to propagate good things. No legislature, no 
sect, medical or religious, or both, no body of 
the people nor the people itself as a body, ean 
limit or destroy a voluntary body—for a vol- 
untary body is in just as good standing as the 
people themselves, since it is made up of them- 
selves; and in a free country the voluntary as- 
sociation can go as far as it likes, within the 
law, because it is voluntary, because it does 
not represent a sect, medical or religious, be- 
cause it is not part of the Government. 

That such a voluntary body has tremendous 
moral and ethical responsibilities, the greater 
and the more onerous just because it is free, 
just because nothing but itself can control its 
policies or its action, goes without saying. 
That to be successful it must supply a public 
want is also obvious, for if it is not wanted, 
its support, which is purely voluntary, elastic 
The 
financial record of the Minnesota Public Health 
Association since 1914 when it was organized 
is proof enough, without another word, that 
the public want it; the public gave it funds by 
voluntary contribution through the Christmas 
Seal Sale to spend in 


and fiuid, would necessarily disappear. 


6,000.00 
20,000.00 
30,000.00 
40,000.00 
88,000.00 
97,000.00 

144,000.00 


1915 
1917 
1919 (War chest grant) 


Need any more be said? 

A very large number of medical men belong 
to the association—yet it is not a medical as- 
sociation. A good many women belong to it, 
but it is not a women’s organization. A great 
many officials, State, County and Municipal, 
belong to it, but it is not an officials’ organiza- 
tion. It works on a big scale in the public 
schools and has many teachers connected with 
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it, but it is not a school organization. The 
Northwestern Pediatric Society, the State Den- 
tal Society, the Minnesota Ophthalmological 
Society, the Minnesota Obstetrical and Gyneco- 
logical Society, the Medical Directors of the 
County Sanatoria, the University of Minnesota, 
supply specialists for its clinies, but it is not a 
clinical or a University »rganization. Its mem- 
bers are simply anyone interested in public 
health. Every member has a vote; it has one 
hundred directors elected by the members a 
great many nominated by the 87 constituent 
County Public Health Associations; and these 
directors control its policies, elect its officers, 
conduct its business. , 

The only great State Association interested 
in medicine in any phase not directly co-operat- 
ing with The Minnesota Public Health Associa- 
tion is the State Medical Society! True the 
State Medical Society at its meeting last fall 
endorsed the Minnesota Public Health Asso- 
ciation, its work and its financial policy, but 
there is room and to spare for the State Medi- 
cal Society to do active public health work that 
is not legislative, that is not jealousy-provok- 
ing. If the specialist societies can do it with 
great satisfaction and success, why not the 
State Medical Society? A concrete plan will, 
it is hoped, be ready for submission to the 
State Medical Society soon. H. W. Hl. 





FAITH HEALING 

The subject of faith healing has recently 
heen brought into prominence by the advent 
to the Twin Cities of an English layman, Mr. 
Hickson who is credited by some with having 
a gift for healing through the laying on of 
hands. He, however, claims to be nothing in 
himself but merely the agent through whom 
Christian faith has its working. 

It was a pitiful sight to see the hundreds, 
yes, thousands of invalids for the most part 
beyond the help of the medical profession who 
thronged the churches, grasping, as it were, 
like a drowning man at a straw. To maintain 
that those who were not benefited were lack- 
ing in faith is unfair to many who sought aid. 
It is also illogical to declare the few cures or 
at least improvements to be miracles. A cure 
following the laying on of hands is no more 
miraculous than the curing of an hysterical 
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paralysis by psychotherapy; the improvement 
in the walking of a rheumatic no more mirac- 
ulous than the improvement through muscle 
reeducation of the walking of a tabetic. 

The medical profession has been accused of 
being lacking in spirituality. We plead guilty. 
We are human. Yet many physicians, we are 
thankful to say, have a spirituality which is 
expressed in deeds. 

The question arises whether a physician 
called to see a case would be justified, in fact 
would not be severely criticised, were he to 
precede the examination by some spiritual pro- 
ceeding such as offering a prayer. The making 
of a diagnosis is a purely mental procedure, a 
logical weighing of the facts until the diagnosis 
is reached. Certain scientific methods offer re- 
liable data to base opinion upon. Much de- 
pends on the art of the examiner. 

Are we to discard past experiences the ex- 
perience of brainy men who have devoted their 
lives to the study of human ills, many with the 
highest incentive of relieving human suffering, 
and put all our reliance on religious faith? No. 
If we as a profession have been guilty of over- 
emphasizing the physical, neglecting the mental 
influences in some cases and the spiritual side 
of the patient in most cases, Mr. Hickson can 
be rightly accused of over-emphasizing the 
power of the spiritual side of a man’s makeup. 

Human beings are too complex in their physi- 
cal, mental and spiritual makeup not to employ 
specialists in each of the three fields. The 
clergyman is trained in supplying the spiritual 
needs of men; the physicians, the physical 
needs. Both may and do work through their 
mentality, both working at times equally re- 
markable cures of functional disorders. If a 
faith healer and Mr. Hickson in particular can 
increase men’s spirituality, well and good. 

We believe Mr. Hickson is a sincere and con- 
scientious man and would be only too ready to 
abandon all therapeutic measures known to 
science and resort to religious faith alone, did 
common sense permit. 





CHANGE IN EDITORIAL STAFF 
Minnesota Medicine takes great pleasure in 
announeing the addition to its editorial force 
of Dr. S. R. Maxeiner of Minneapolis. Dr. 
Maxeiner’s name will replace that of Dr. E. M. 
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Ilammes as assistant editor and he will take 
charge of the department of Progress in Med- 
icine and Surgery. This department, beginning 
with the June issue, will be divided into five 
sections as follows: Medicine, in charge of 
Drs. F. J. Hirschboeck of Duluth, and F. O. 
Woodward, Minneapolis; Surgery, Drs. V. ©. 
Hunt, Rochester and Wallace Cole, St. Paul; 
Gynecology and Obstetrics, Drs. A. L. McDon- 
ald, Duluth and A. G. Schulze, St. Paul; 
Pediatrics, Drs. F. C. Rodda, Minneapolis and 
Roy Andrews, Mankato; Roentgenology, Drs. 
A. W. Desjardins, Rochester and R. G. Allison, 
Minneapolis. 

Members of the Minnesota Medical Associa- 
tion who are interested are asked to send in 
short abstracts of valuable articles appearing 
in medical publications, the A. M. A. Journal 
excepted. It is felt that this last mentioned 
journal is so universally read that too much 
unnecessary duplication would result. Signed 
abstracts should be sent direct to one of the 
proper section heads. 

Dr. Paul Berrisford of St. Paul, has super- 
vision of Book Reviews. <Any society member 
who encounters an interesting medical book 
would do a favor to the readers of Minnesota 
Medicine if he would submit a short signed 
book review directly to Dr. Berrisford for pub- 
lication. 





DAKIN’S SOLUTIONS 


In a discussion by Dr. A. N. Collins of Duluth of 
the papers of Dr. Manson and Dr. Strachauer, pub- 
lished in Minnesota Medicine for March (page 131), 
Dr. Collins was misquoted to the extent that readers 
must have obtained an erroneous idea of the various 
“Dakin’s Solutions.” 

Dr. Collins remarks were published as received 
from Mr. Whitford, the official stenographer for the 
last State Meeting. Mr. Whitford reports that dis- 
cussions of paper presented before the society were 
not referred to the respective doctors for revision. 
This we feel should be done if not by the reporter, 
by the secretary of the State Association or, of 
necessity, by us. 

The following quotation from a communication re- 
ceived from the Abbott Laboratories should correct 
any mistaken ideas regarding these preparations 
which might well have resulted from this unfortu- 
nate error:— 

“Dakin’s hypochlorite solution—an aqueous solu- 
tion of sodium hypochlorite, containing from 0.45 to 
0.5 per cent of the salt. This is “Dakin’s Solution.” 

Chlorazene, of Chloramine-T. This is a synthetic 


chemical, also introduced by Dr. H. D. Dakin, subse- 
quent to the introduction of the hypochlorite solution. 
Chemically it is paratoluene-sodium-sulphochloramide. 
Its efficiency depends upon the chlorine, which how- 
ever, exists only in combined form as chloramine. 
This substance is a white, crystalline powder, dis- 
solving readily in water, and is employed in aqueous 
solution, in strengths varying from 0.5 to 4 per cent. 
In germicidal power it is virtually equal to sodium 
hypochlorite. It is very stable, both in powder and 
solution.. 

“Dichloramine-T. This is the third and most power- 
ful of the germicidal agents, introduced by Dakin. 
The chlorine is present in combined form, as chlor- 
amine. It is a yellowish, crystalline powder, insoluble 
in water, but readily soluble in chloinated oils, par- 
ticularily in Chlorcosane, the liquified chlorinated 
paraffin wax introduced by Dakin. It is applied 
only in Chlorcosane solution. It is much less stable 
than Chlorazene, but the germicidal action is more 
prolonged than that of most other antiseptics.” 





REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


THE NEXT STATE MEETING 

The State meeting will occur this year in St. Paul, 
September 29th, 30th and October Ist. 

The Program Committee is now at work in an en- 
deavor to arrange a scientific program that will be 
of interest to all the members of the State Associa- 
tion. 

It is desired that every portion of the state be 
represented in this program, and to that end the 
committee invites the members of the State Asso- 
ciation to immediately make application for places. 
Each member making application is requested to 
forward at a very early date the subject which he 
desires to discuss together with a one hundred word 
abstract of the same. Those writing surgical papers 
should communicate with the secretary of the surgi- 
cal section, Dr. H. B.. Zimmerman, Lowry Building, 
St. Paul, and those writing medical papers with the 
secretary of the medical section, Dr. E. L. Gardner, 
La Salle Building, Minneapolis. 

If anyone desires a place on the program, they 
may insure the same by writing the secretary of the 
section to which the paper applies, immediately. 

EAr.Le R. Hare, Secretary. 





SOUTHERN MINNESOTA MEDICAL ASSOCIATION 


The Southern Minnesota Medical Association will 
convene for the Mid-Summer Session June 28th and 
29th, 1920 at Fairmont, Minn. 

The scientific program will begin on Monday, 
June 28th at 2 P. M. at the High School Audi- 
torium. The banquet will occur the same evening 
at 6 o'clock at one of the summer resorts, weather 
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permitting, and the program continued following the 
banquet. 

The ladies of the Association will be entertained 
at luncheon on Tuesday, June 29th, the luncheon to 
be followed in the afternoon by an auto ride about 
the environs of Fairmont. 

Headquarters will be at the Hotel Fairmont. The 
other hotels at Fairmont are: Interlaken Hotel, 
Hazelmere Hotel and Bullard Hotel. 

Hotel reservations should be made at once by 
communicating with Dr. W. J. Richardson, Fairmont, 
Application for membership in the Southern Minne- 
sota Medical Association may be made to Dr. H. T. 
McGuigan, Red Wing, Minn. The program commit- 
tee consists of Dr. H. W. Meyerding, Rochester, Dr. 


E. M. Hammes, St. Paul and Dr. A, F. Schmitt, 
Mankato. 





SOUTHWESTERN MINNESOTA MEDICAL 
SOCIETY 


The Southwestern Medical Society will hold its 
thirty-fourth annual meeting at Windom, Minn. May 
13th, 1920. The scientific program is as follows: 

Report of three cases of Lethargic Encephalitis, 
Dr. J. H. Dudly, Windom. 

Duodenal Ulcer, Dr. Henry C. Dohms, Slayton. 

Empyema, Dr. H. N. Sheldrupp, Minneapolis. 

Anaesthesia, Dr. R. M. Waters, Sioux City. 

Cancer, Dr. W. E. Richardson, Pipestone. 

Some Interesting Things about Tuberculosis, Dr. 
S. A. Slater, Worthington. 

The officers of the Southwestern Medical Society 
are, Dr. E. G. McKeown, president; Dr. F. M. Met- 
calf, vice-president and Dr. F. G. Watson, secretary. 
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The regular meeting for March was held in these 
rooms on Wednesday evening, the 10th, twenty-five 
members being in attendance. Minutes of the pre- 
vious meeting were read and approved. 

It was moved and carried that the society elect 
at this time one more from the list of pending 
nominees for associate membership. The choice 
fell to Dr. C, W. More, Eveleth. 

Then followed the selection and election of two 
active members from St. Paul, Dr. Harry B. Zim- 
merman and Dr. John C. Brown. 

The name of Dr. J. M. Lajoie, Minneapolis, was 
proposed for membership by Drs. Carlaw, Hynes, 
Strachauer, and Hamilton. 


REPORTS OF CASES 


Pyelonephrosis, with Removal of Kidney 
Dr. Farr reported a case operated on under novo- 
caine of a man who suffered for twelve years with 
attacks of pain in the left groin. General examina- 
tion discovered nothing adventitious. A few pus 
cells were found in the urine; blood pressure, 128-90; 
temperature, 100. X-ray, blank for stone. Cystos- 
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copy: Bladder contained much flocculent material: 
small ulcer near left ureter. Right ureter catheter- 
ized without difficulty; normal urine. Left ureter 
obstructed; urine mixed with blood and pus. 
Pyelogram showed a shadow in the region of the 
kidney. At operation 5 ounces of a 0.5 per cent 
novocain were used. Transverse incision. The kid- 
ney was exposed and a large amount of pus 
evacuated. Kidney removed. An anomalous artery 
was present and apparently was the cause of the 
trouble. Pathological specimen exhibited. 


Nodular Tumor of the Stomach 


A second case reported by Dr. Farr was that of a 
man 52 years of age who complained of pain in the 
upper abdomen; worse shortly after eating. No 
emesis. The kind of food taken made little differ- 
ence. There was a general loss of strength and an 
increasing anemia. Blood pressure low. Hemo- 
globin 50. The x-ray showed a large tumor of the 
greater curvature of the stomach. The mass could 
also be palpated. Operated on under novocaine— 
crucial infiltration of upper abdomen, combined 
with blocking of sixth to tenth thoracic nerves, left 
side. Recti divided. Vertical incision in midline to 
ensiform. Skin dissected back, exposing the ribs, 
four of which were divided in the axillary line and 
at their costosternal angle. Only slight glandular 
involvement. Duodenum divided and_ inverted. 
Stomach united by two rows of chromic gut to the 
jejunum, twenty inches below its origin. The re- 
moved tumor was about the size of a large grape 
fruit. Patient getting well. 


Enucleation of Kidney; Resection of Ureter 


Dr. Farr reported another case of kidney and 
ureteral complication. The patient, a man, had had 
one kidney removed five years before, for stone. 
Two years ago a suprapubic cystostomy was per- 
formed for a large stone in the bladder. He re- 
mained well until last month. Examined at this 
time, the x-ray gave a large shadow about the left 
kidney. Cystoscopy showed a perfectly functionat- 
ing right kidney. From the left ureter there oozed 
a worm-like stream of pus, especially upon making 
external pressure. The catheter could be introduced 
for only a short distance into the canal. Operation 
performed under novocaine. Kidney exposed and 
opened. A moderate amount of pus and urine came 
away. Kidney enucleated from its fibrous capsule. 
Vessels divided. Ureter divided, and freed for about 
six inches. Through a low McBurney incision 
(extraperitoneal) the ureter was freed to a point 
distal to the stone, where it was ligated and severed. 
Wound drained. 





Large Renal Calculus 


Dr. Colvin exhibited a renal calculus the size of a 
normal kidney which had been removed aiong with 
the kidney. The patient, 35 years of age, had had 
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NEW AND NON-OFFICIAL REMEDIES 


no symptoms of stone, except frequency of urina- 
tion, since the age of 15. 


A Case of Acute Miliary Tuberculosis Associated 
with Marked Cyanosis and Severe Attacks of 
Dyspnea, Ending in Death 
Such a case was reported by Dr. Head. We are 
all acquainted with the usual forms of miliary tuber- 
culosis. The type beginning slowly and insidiously 
like typhoid fever is recognized by all writers. 
Meningeal form, so well described by Gerhard of 
Philadelphia, is usually diagnosed, provided care is 
taken in the study of the case and time enough 
elapses after the onset to secure the necessary find- 
ings and develop the clinical picture. The pulmon- 
ary form ought to be the easiest to recognize, but, 
curiously enough, it is not. This is especially true 
if roentgenograms or fluoroscopic examinations of 
the chest are not made. One usually finds the 
patient with the signs of bronchitis, fever, and 
cough, coming on acutely. A striking feature, and 
one which should arouse suspicion, are the blue 
lips, fingertips, and suffused cheeks, without cardiac 
disease. Dyspena and the signs of diffuse bronchi- 
tis with hyperresonance over both chests, may 
confuse the picture. While some dyspnea usually is 
present, Dr. Head says he never before had seen 
the disease so intensely asthmatic. Breathing was 
so difficult that morphine had to be given to con- 

trol the paroxysms. 

Walter G. Age 22. Married. Admitted to Base 
Hospital, Camp Wheeler, Macon, Ga., on December 
17, 1919, complaining of cough, fever, and a macular 
eruption over the face and shoulders. Family his- 
tory negative. He had had mumps and typhoid 
fever in 1908, and lues in 1911. He was well until 
four days prior to admission, when he began to 
cough. An erythematous eruption appeared on his 
body; he developed fever, and had to stop drill. On 
admission to the hospital, a diagnosis of measles 
with acute bronchitis was made. The note of De- 
cember 18th reads as follows: ‘Temperature 101.8, 
pulse 76, respirations 16. Physical examination re- 
veals impaired percussion note in the left lower 
base behind, with harsh breath sounds. Numerous 
sibilant and fine crackling rales, centered more in 
the left lower base behind, can be heard.” The 
diagnosis of bronchopneumonia complicating mea- 
sles was considered probable. 

On December 21 four days after admission, 
patient began to develop considerable cyanosis over 
the face and body. The lobes of the ears, the cheeks 
and fingernails became blue. Patient complained 
of difficult breathing and a feeling of oppression 
over the cheat. Examination of the lungs at this 
time showed a hyperresonant note over both lungs, 
and suppressed breath sounds over the right base. 
Increased whispered voice sounds could be heard in 
the right base, but no tubular breathing and no in- 
creased bronchophony. Temperature 103.4, pulse 
104, respirations 36. The leucocyte count was 6,000, 
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P. M. N. 80 per cent, S. Mono. 7 per cent, L. Mono. 
13 per cent. Urine negative. Sputum showed type 
4 pneumoccus; also non-hemolytic streptococcus. 
The diagnosis of measles with acute bronchopneu- 
monia seemed established. 

During the 23rd, 24th, and 25th of December, the 
patient’s condition remained much the same, except 
that the cyanosis became more marked and the 
hyperresonance over both lungs more pronounced. 
On two or three occasions the patient had such 
severe attacks of dyspnea that he was obliged to be 
propped up in bed with pillows and hypodermics of 
morphine given. On the 25th the rash had entirely 
disappeared, but the cyanosis and dyspnea were 
still very marked. On the 26th, the chest findings 
showed a bilateral hyperresonance with ill defined 
fine crackling rales over both lungs anteriorly and 
posterierly; no increased bronchophony; no tubular 
breathing; no distinct area of dulness. Blood ex- 
amination: Leucocytes 8,000, reds 4,200,000, hemo- 
globin 85 per cent, P. M. N. 75 per cent, S. Mono. 
11 per cent, L. Mono. 12 per cent, Trans. 1 per cent, 
eosino. none. Sputum showed no Charcot-Leyden 
crystals, no Curschmann spirals, but large numbers 
of eosinophiles. Sputum not examined for tubercle 
bacilli. 

The patient died suddenly in an attack of 
dyspnea on the 28th, eleven days after admission to 
the hospital. The final attack came on suddenly, 
death occuring before any measures could be taken 
for his relief. The necropsy, made twelve hours af- 
ter death, showed all organs normal except the 
lungs. These showed diffuse bilateral miliary 
tubercles. From apex to base, the lungs were filled 
with fine miliary tuberles, with no caseation and no 
cavity formation. Pathological diagnosis was acute 
miliary tuberculosis of the lungs. 

Dr. J. G. Cross read a paper on “Factors in the 
Prognosis of Chronic Nephritis”; and Dr. C. C. Chat- 
terton read his inaugural thesis, the subject of which 
was “An Ambulatory Method of Treatment of Old 
Un-united Inoperable Intracapsular Fractures of the 
Femur.” Following their presentation, both papers 
were fully discussed by those present. 

F. E. Leavirr, Secretary. 





NEW AND NON-OFFICIAL 
REMEDIES 


During March the following articles have been 
accepted by the Council on Pharmacy and Chemis- 
try for inclusion in New and Nonofficial Remedies: 

Abbott Laboratories: 

Elixir Barbital Scdium. 

Antoine Chiris Company: 

Barbital-Chiris. 

Barbital Sodium-Chiris. 
Gilliland Laboratories: 

Schick Test (Gilliland) 
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Hollister-Wilson Laboratories: 
Ampoules Corpora Lutea Soluble. 
Extract-Hollister-Wilson. 
Ovarian Residue-Hollister-Wilson. 
Vitalait Laboratory of California: 
Condensed Vitalait. 


Anesthesin-Calco.—A brand of benzocaine comply- 
ing with the N. N. R. standards (see New and Non- 
official Remedies, 1920, p. 33). Caleo Chemical Com- 
pany, Boundbrook, N. J. 

Gonococcus Vaccine (Polyvalent) (Gilliland).—A 
gonococcus vaccine (see New and Nonofiicial Reme- 
dies, 1920, p. 283) prepared from a number of strains 
of M. gonorrhoea Neisser. Marketed in packages 
of four syringes containing, respectively, 250, 500, 
1,000 and 2,000 million killed gonococci; also in 
packages of four 1 Cc. ampules containing, respect- 
ively, 250, 500, 1,000 and 2,000 million killed 
gonococci. The Gilliland Laboratories, Ambler, Pa. 

Ovarian Residue—Hollister-Wilson. — The residue 
from the fresh ovary of the hog, after the ablation 
of the corpus luteum. It is used for the same condi- 
tions as the entire ovarian substance (see New and 
Nonofficial Remedies, 1920, p. 201) but is claimed 
to be somewhat more stable. Hollister-Wilson 
Laboratories, Chicago (Jour. A. M. A., March 6, 1920, 
p. 675). 

Phenacaine.—Holocaine hydrochloride. The hydro- 
chloride of phenetidyl-acetphenetidine, a basic con- 
densation product of parphenetidine and _  acet- 
paraphenetidine. Phenacaine was first introduced 
as holocaine hydrochloride. It is a local anesthetic 
like cocaine, but having the advantage of a quicker 
effect and an antiseptic action. Five minims of a 
one per cent solution when instilled into the eye 
are usually sufficient to cause anesthesia in from 
one to ten minutes. 

Phenacaine-Werner.—A brand of phenacaine com- 
plying with the N. N. R. standards. Werner Drug 
and Chemical Company, Cincinnati, Ohio (Journal 
A. M. A., March 27, 1920, p. 889). 

PROPAGANDA FOR REFORM 


Green’s Dropsy Remedy.—This “treatment” is sold 
on the mail order plan and comes in the form of 
large balls or boluses, some smaller balls or boluses 
and, in some cases, includes “Tonic Tablets”. The 
balls are taken, followed by substantial doses of 
magnesium sulphate. The A. M. A. Chemical 
Laboratory reports that the boluses, large and 
small, appear to contain powdered squill as their 
chief medicinal ingredient. The laboratory further 
reports that the “Tonic Tablets” contain an iron 
salt, probably dried ferrous sulphate, as the chief 
medicinal ingredient. Obviously, there must be no 
small amount of danger for a person in a dropsical 
condition to dose and drastically purge himself. The 
product is one that has no legitimate place among 
home remedies (Jour. A. M. A., March 6, 1920, p. 
689). 


Stannoxyl.—On the assumption that tin workers 
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wcre less troubled with boils than the average 
person, two French investigators proposed the use 
of tin compounds in the treatment of staphylo- 
coccus infections. Based on their work, a proprie- 
tary preparation—Stannoxyl—has been placed on 
the market with the claim that it is “composed of 
stannous oxid and specially purified metallic tin”. 
Absurdly extravagant and unwarranted claims are 
made for the product (Jour. A. M. A., March 6, 1920, 
p. 692). 

Hepatola.—This was declared a fraud by the feder- 
al authorities in 1917, and the Hepatola Company 
was denied the use of the United States mails. It 
is still being sold in Canada. Hepatola is one of 
the many treatments claimed to remove gallstones. 
Analysis showed Hepatola to be the same old gall- 
stone trick—that of giving the patient a large dose 
of some bland oil and following it up with a saline. 
The soapy concretions that are avoided following 
this dosing are the “gallstones”. Hepatola is essen- 
tially the same as “Fruitola” and “Mayr’s Wonderful 
Stomach Remedy” (Jour. A. M. A., March 13, 1920, 
p. 752). 


More Misbranded Drugs.—Boericke and Runyon’s 
santonin and calomel tablets, acetanilid and quinin 
compound tablets, potassium iodid tablets, and 
morphin sulphate tablets did not contain the 
claimed amount of drug, and some aspirin tablets 
contained no _ aspirin. Sulferro-Sol was _ falsely 
claimed to cure pellagra, dyspepsia, indigestion, etc. 
Santal Pepsin Capsules was falsely claimed to be 
a specific for all bladder trouble, gonorrhea, gleet. 
inflammation of the ovaries, rheumatism, Bright's 
disease and a number of other conditions (Jour. A. 
M. A., March 20, 1920, p. 818). 


Platt’s Chlorides——The Council on Pharmacy and 
Chemistry reports that Platt’s Chlorides is inad- 
missible to New and Nonofficial Remedies because 
its composition is uncertain and indefinite, and be- 
cause the claims made for it are exaggerated and 
misleading. The A. M. A. Chemical Laboratory 
analyzed a specimen purchased in 1911 and one 
purchased in 1919, and reports that while both con- 
tain aluminum salt and zine chlorid, they differ con- 
siderably in composition and the latter contains a 
very small amount of mercuric chlorid. In the past, 
the advertising for Platt’s Chlorides has suggested 
more or less directly that, as chlorinated lime 
(bleaching powder) may be made to give off 
chlorin gas which disinfects, so the air in a room 
may be disinfected by evaporating Platt’s Chlorides. 
From the analysis of Platt’s Chlorides it is evident 
that when the preparation is evaporated under 
ordinary conditions, only water vapor. escapes. 
Whatever disinfecting or germicidal action’ the 
preparation may possess is exercised only when the 
solution is brought in direct contact with the sub- 
stance to be disinfected. The aluminum and zinc 
salts present may be useful as deodorants, but they 
are not effective as germicides. The small amount 









GENERAL INTEREST 


of mercuric chlorid is hardly to be considered as 
materially increasing its efficiency (Jour. A. M. A., 
March 27, 1920, p. 903). 





OF GENERAL INTEREST 


Dr. G. L. Baker has located at Austin. 

A child welfare clinic was held March 17th in Man- 
kato. 

Dr. J. A. Schultz of Albert Lea is doing post gradu- 
ate work in Chicago. 

Dr. S. H. Olson of Liaca is now practicing at 
Colorado Springs, Col. 

Dr. H. E. Richardson has been appointed deputy 
coroner of Hennepin county. 

Dr. Albert Thompson and Dr. Harry Rowe of St. 
James have formed a partnership. 

Dr. Willard S. Howard of St. Paul recently mar- 
ried Miss Edna A. Bole of St. Paul. 


Dr. J. T. Asbury of Rochester has purchased the 
practice of Dr. C. W. Woodruff at Chatfield. 


Dr. H. G. Lampson, Nopeming Sanitarium, has been 
appointed county health officer of St. Louis county. 


Dr. J. A. Kittleson, formerly of Starbuck, Minn., is 
associated with Dr. Lerche at 1040 Lowry Bldg., St. 
Paul. 


Dr. F. C. Folken of Albert Lea was elected city 
health officer. He succeeds Dr. E. O. Vollum, who has 
resigned. 


Dr. L. E. Pennington has resigned from the staff at 
the St. Peter State Hospital and has moved to Logans- 
port, Ind. 


Dr. Harry M. E. Lewell of the Mayo Clinic has 
been appointed superintendent of the Mercy Hospi- 
tal, Hamilton, Ohio. 

Dr. Andrew Gullixson will leave Bricelyn and go to 
Chicago to take a postgraduate course. Later he will 
locate at Albert Lea, 


Dr. Edward Schons has opened his offices at 348 
Lowry Bldg. Dr. Schons will specialize in X-ray 
diagnosis and treatment. 

Dr. A. G. Sanderson of Granite Falls, has been ap- 
pointed resident physician for the Great Northern 
railway as well as War Risk Insurance physician. 

The Hennepin County Tuberculosis Association 
succeeds the anti-tuberculosis committee of the As- 
sociated Charities. Dr. Henry L. Ulrich is president. 

Dr, John Sundwall, director, University of Minne- 
sota health service has been elected president of the 
National Association of College and University Health 
Services. 

The Frazee Hospital] at Frazee, Minn., has been 
opened by Dr. H. W. Arndt. Dr. Arndt previous to 
coming to Frazee was located at Paynesville for five 
and a half years. 


The Mounds Park Sanitarium Association is now 
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operating the Midway Hospital. The training 
schools of the two hospitals and the personnel as a 
whole is under joint management. 

A site, comprising seven and one-half acres, situ- 
ated on University avenue in the heart of the Mid- 
way District, has been purchased on which it is 
planned that as soon as building conditions have be- 
come settled a general hospital will be erected. 


Dr. L. E. Baldwin, head of the University Hospi- 
tal, will be named superintendent of the Charles L. 
Miller hospital when the new St. Paul institution is 
formally opened about September Ist. 


Dr. Baldwin Borreson of Warren, who for the past 
several years has been associated with Dr. H. M. 
Blegen and prior to that time was connected with the 
Bratrud Clinic, has decided to locate in Bemidji. 


The annual meeting of the physicians hospital asso- 
ciation of Thief River Falls was held March 8th. The 
following were elected: President, Dr. O. F. Mellby; 
vice president, Dr. Jacob Biedermann; secretary, Dr. 
H. W. Froehlich; treasurer, Dr. A. J. Paulson. 


Rochester, Minn., is the home of the oldest prac- 
ticing physician in the United States, Dr. W. A. Allen, 
who celebrated his eighty-sixth birthday March 12. 
Dr. Allen was born at Pendleton, Ind., in 1834. He 
came to Rochester in 1872 and has practiced medicine 
ever since in this city and county. 


Lieutenant Colonel A. J. Chesley, a Minneapolis 
physician now engaged in relief work in Poland, was 
married recently in Warsaw, Poland, to Dr. Flacida 
Gardner, physician and bacteriologist of Los Angeles, 
who served with the American Red Cross throughout 
the war and organized the relief corps in Warsaw. 


At a recent meeting held at Oxford to consider 
what steps should be taken to perpetuate the 
memory of Sir William Osler, it was resolved that 
the most appropriate form of a memorial would be 
an Osler Institute of General Pathology and Preven- 
tive Medicine. A provisional committee of Osler’s 
friends in America was appointed consisting of Pro- 
fessors Welch, Cushing, Billings, President Butler 
and Dr. Walter James. 


Dr. Noguchi and his associate, Dr. Kligler, both of 
the Rockefeller Institute for Medical Research, have 
gone to Yucatan to study the yellow fever situation. 
The International Health Board of the Rockefeller 
Foundation is financing the project just as it did Dr. 
Noguchi’s mission last season to Guayaquil. Further 
studies will be carried out to confirm the leptospira 
icteroides as the causative factor in this disease. 





OBITUARY 


DR. CHARLES J. McGUIRE 
Dr. Charles J. McGuire died suddenly Feb. 26 at 
Altura, Minn., where he has practiced for the past 
several years. Dr. McGuire for several years was a 
resident of Minneiska. He located at Altura after 
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leaving Minneiska and served his country during the 
war. He is survived by his wife and one child, a 
daughter about four years of age. 





DR. THOMAS LEE 
Dr. Thomas Lee, aged 38, died at Washington, D. C., 
February 19th. Dr. Lee was the physician for the 
Hibbing public schools for seven years. While serv- 
ing in the army he contracted an illness following 
which he gradually failed. 





PROGRESS IN MEDICINE 
AND SURGERY 


DELAYED SECONDARY HEMORRHAGE COM- 
PLICATING TONSILLECTOMY: Virginius Dabney, 
M. D. (Annals of Otology, Rhinology and Laryngo- 
logy, September, 1919. Vol. XXVIII, No. 3) A slow 
severence of the tonsil base and all hemorrhage 
controlled before the patient is taken out of the 
operating room is less likely to be followed by a 
secondary hemorrhage, 

The author reports a secondary hemorrhage fol- 
lowing ten days after operation. During a period 
of twelve years only four cases delayed beyond 24 
hours after operation occurred; of these two were 
done under cocaine infiltration without adrenalin 
and the Mackenzie tonsillotome, the others were 
done under ether anesthesia and the cold snare. 

It is the authors belief that the cause for these 
delayed secondary hemorrhages is due to the 
separation of a slough following much trauma; 
again exertion resulting in increased force in the 
blood stream against the walls of small blood ves- 
sels thinned at operation might cause the flow of 
blood. GeEorGE C. DITTMAN. 





INFECTION OF THE KIDNEY. Hugh Cabot 
(Wis. Med. Jour. Feb. 1919.) Tuberculosis of the 
kidney, contrary to the teachings of the pathologist, 
is almost universally unilateral, when the patients 
are seen clinically. Infection of the normal bladder 
is almost impossible without injury or by the arti- 
ficial retention of urine. The lymphatic supply of 
the ureter and the blood supply are segmental in 
character, and it is unlikely that any infection takes 
place through them, as the drainage of the first part 
of the ureters and bladder is into the pelvis rather 
than up toward the hilus of the kidneys. When it 
does happen by direct extension, it is due to obstruc- 
tion somewhere in the urinary outflow, so that there 
is a back wash and a reverse peristalsis, as is true 
in nature in any hollow viscus in which there is 
obstruction. In that way infection may be carried 
up into the pelvis of the kidney, and a pyelitis re- 
sult. 

Otherwise, kidney infections are almost entirely 
due to infections through the blood stream. He 
mentions the three varieties: 


That due to cocci, the pyogenic variety, in which 
we have the cortical abscesses, either multiple, or 
at times, only single. These do not give very many 
urinary signs except probably cocci occasionally, at 
the height of the disease. These are also the in- 
fections which give rise to the obscure perinephritic 
abscesses accompanied by diaphragmatic fixation, 
leukocytosis and fever, and it is on these symptoms 
chiefly, with the presence of cocci in the catheter- 
ized urine, that Cabot makes his diagnosis. 

The next that he mentions is the colon bacillus 
infection, which he thinks has a predilection for the 
wall of the renal pelvis. These cases he considers 
progressive, resulting finally in destruction of the 
kidney tissue, a good deal like a pyonephrosis. He 
attributes this to the loss of elasticity in the wall 
of the pelvis, due to thickening from the presence 
of the multiplying organisms. The result is that 
the musculature of the pelvis no longer acts, the 
pelvis becomes stiff and. non-elastic, and the infection 
stays in the pelvis, to be forced upwards in its ac- 
cumulation, so that it finally affects the kidney 
parenchyma. 

The third type he describes is the overwhelming 
streptococcic infection, which sometimes occurs. In 
these cases, however, he thinks that the infection 
usually starts in the pelvis, but is so fulminating 
that it rapidly spreads up into the calices, and so on 
up into the tubules, causing a general necrosis of the 
organ. Surgery, of course, is the only treatment for 
these cases. He also considers surgery the only 
treatment for those due to pyogenic organisms, un- 
less the cases show a tendency to spontaneous re- 
covery. 

He does not use vaccines in the colon bacillus 
types, and has found no benefit from their use. He 
is rather skeptical also about pelvic irrigations, al- 
though on account of the fact that kidney destruction 
eventually results, if nothing can be done, he is in 
favor of giving it a good fair trial, particularly in 
early cases. He is in favor of the use of formal- 
dehyde, but most emphatically states that urotropine 
does not work unless the urine is highly acid, not 
even a normal acidity being sufficient. He uses 
litmus paper as a rough test, but carefully notes the 
degree of acidity shown. He gives urotropin never 
less than four hours apart, as it requires only five 
hours for the drug to be entirely eliminated by the 
kidneys. He also lays great stress on the supposed- 
ly sterile urine being due, in case pus is present, to 
either stone or tuberculosis, intimating that pus in- 
fection would show more easily the organism in- 
volved. F. J. HIRSCHBOECK. 





THE CLINICAL APPLICATION OF THE CAR- 
REL DAKIN METHOD TO CASES OF ACUTE AP- 
PENDICITIS REQUIRING DRAINAGE: Surg. Gyn. 
Obst., Mar., 1920. E. T. Rulison, Jr., reviewed 263 
cases of appendicitis which were drained and found 
that in 38 per cent of the cases the important tissues 
of the abdominal wall were not preserved in a sat- 
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jsfactory manner. Namely, an extension contamina- 
tion of the operative wound occurs following appen- 
dectomy and drainage of a peritoneal abscess. In 
these cases the average treatment was 28 days, fecal 
jstula developed in 7.5 per cent of the cases and 
‘he mortality was 9.1 per cent. 

The purpose of the authors technique is to prevent 
if possible the destruction of the tissues of the 
abdominal wall and his results are based on eigh- 
teen cases of his own A detailed description of the 
method is given, the arrangement of the drainage 
tubes being of greatest importance. The reviewer 
will not give the details of the method but feels that 
the results of the method in the eighteen cases are 
more worthy of study. In the eighteen cases there 
was no case of secondary hemorrhage or fecal 
fistula; there was but one case of residual abscess 
which emptied itself spontaneously through the 
drainage tract. -In one case mechanical ileus oc- 
curred which the author regarded as being the re- 
sult of tube pressure. Two pulmonary complica- 
tions in the series occurred; one, an acute bronchi- 
tis and the other a probable pulmonary embolism 
which terminated fatally and which did not come 
to autopsy. The average time in the hospital was 
24.1 days. The condition of the wounds on discharge 
was as follows: healed, 2; healed with clean crust, 
2; small granulating areas flush with skin surface, 
6; large granulating area, 1; with shallow sinus, 6. 
One case was discharged with a weak abdominal 
wall—the case of mechanical ileus which had to be 
reoperated upon. The anatomical results were ex- 
cellent in twelve cases; there was a slight bulging 
in one case at six months and a diffuse bulge at 
two months in a child; there were two hernias, one 
small and one large, the latter “occurring in a case 
not Dakinized throughout”. The reviewer feels that 
the results in this series of cases hardly justifies the 
rather tedious and meddlesome method described 
by the author. He regards the parting sentence of 
the article as significant. “If one is not willing to 
give the time necessary to gain a correct theoreti- 
cal understanding and is not willing to give the 
cases his careful, personal attention at daily dress- 
ing the method should not be employed as it will 
probably not only prove disappointing but may re- 
sult in serious complications.” 

GEORGE GEIST. 





OPERATION FOR ADVANCED CARCINOMA OF 
THE TONGUE OR FLOOR OF THE MOUTH: 
Vilray Papin Blair, M. D., (Surg. Gyn. and Ob., Vol. 
30, No. 2) quotes Lenthal Cheatle who concluded 
from his histological studies of advanced cases that 
extensive involvement of the associated muscles 
was the rule in the cases he examined, and there- 
fore that the intrinsic and geniohyoglossus muscles 
should be removed in all cases. 

It is the author’s belief that the operation de- 
scribed is properly applicable to the more advanced 


cases especially those that also involve the jaw, 
the floor of the mouth or the base of the tongue, or 
those with palpable involvement of the submaxillary 
nodes, and to early cases where, after removal by a 
less radical procedure, examination reveals a high 
grade malignancy. It consists in the block re- 
moval of the tongue, the structures in the floor of 
the mouth, all muscles above the body of the hyoid 
bone and stylohyoid muscles, the submaxillary and 
submental lymph nodes and as much of the faucial 
pillars and pharynx as desired, together with 
thorough cauterization of the mandible wherever 
the ulcer approaches or involves it. 

A low bloodless tracheotomy is done preferably 
under a local anaesthetic. The tracheotomy pre- 
cedes the main operation by a day or more. No 
attempt is made to clean up the inside of the mouth 
before operation; a person in ordinary health has 
some immunity to the organisms he habitually 
carries but trauma may destroy this immunity. 

The skin incision skirts the lower border of the 
hyoid bone and goes just through the platysma 
muscle, extending from ear to ear. The blood sup- 
ply is controlled by ligation of the facial artery and 
its branches, and ligating the facial vein. The 
lingual artery is also exposed and ligated. In the 
dissection the facial artery stumps project freely 
into the pharynx. This is considered safer than to 
bury them in the infected tissues. The importance 
of handling the blood supply is realized by all who 
have had any experience in operating on cancer of 
the tongue. 

The blood supply being now controlled, the ex- 
cision is made with a cutting cautery starting at 
the symphysis and cutting through the digastrics, 
geniohyoids, geniohyogolossi and myohyoid muscles, 
stripping the periosteum and mucoperiosteum from 
the inner surface of the jaw. If the ulcer approaches 
the bone, prolonged cooking with a heavy cautery 
is done. The tongue is next drawn out through this 
opening which brings the pillars and the pharynx 
into plain view, the excision here being guided by 
the position and extent of the growth. Finally the 
base of the tongue is cut across right at the hyoid 
bone and it is well also at this time to remove the 
lower part of each parotid gland on account of the 
closely associated lymph nodes. 

GEORGE EARL. 





THE EYE IN PREGNANCY: Luther C. Peter, 
(N. Y. Med. Jour., Jan. 24, 1920) regards the eye 
changes which take place during pregnancy as a 
valuable guide to the future handling of any indi- 
vidual case. 

Toxemia of pregnancy may be a disease brought 
on by pregnancy itself, or it may be an exacerbation 
of a chronic interstitial nephritis. Since the eye 
is one of the most definite and reliable indicators 
of the progress of the latter condition, its careful 
study during pregnancy will give much information. 

If the case is one of exacerbation of the chronic 
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condition, we find the usual eye symptoms of kidney 
chronicity, such as hemorrhage, retinal edema or 
detachment, and the characteristic white stellate 
areas. If these ocular changes are found during 
pregnancy, they call for the immediate termination 
of pregnancy regardless of its stage. To temporize 
would court disaster. 

If, to the above signs of chronicity, are added the 
signs of acute toxemia, such as diffuse retinal 
edema, massive hemorrhages, neuro-retinitis, and 
swelling of the disc, a rapidly fatal termination is 
about the only prognosis. 

A carefully studied biood pressure will invariably 
show a rise which is quite parallel with the in- 
creasing eye symptoms. “In fact the eye phenomena 
are caused by the arterial hypertension.” 

The second type includes those cases superin- 
duced by pregnancy and-here the eye symptoms 
may be as easily interpreted although not as pro- 
nounced, nor calling for as radical treatment. Eleva- 
tion of blood pressure is present but not as marked. 
While hemorrhage may be absent, edema is present 
in the retina, specially when there is blurring of 
vision, together with other evidences of a toxic 
process. As in the chronic type, the interior of the 
eye again furnishes a fair index to the severity of 
the general toxemia. 

The treatment, when milder symptoms only are 
present, depends on the stage of pregnancy, to- 
gether with the blood pressure and the urinalysis. 
Experience has shown that many of these cases 
will go to full term, recover from the kidney condi- 
tion and pass through succeeding pregnancies with- 
out a return of the trouble. An intelligent prog- 
nosis can be arrived at only after careful study of 
the blood pressure, urine and eye symptoms. 

If the mild eye conditions only are present with 
only a moderate increase of blood pressure, elimi- 
native treatment is indicated and may suffice. The 
three indicators (blood pressure, urine and eye) 
should be routinely watched, and changes in blood 
pressure and eye, indicating an increasing toxemia, 
should dictate the treatment. 

In case uremic blindness develops suddenly, even 
though without convulsions, and hysteria can be 
ruled out, radical treatment should be inaugurated 
as the usual result is permanent injury to the eye. 

Eye studies should be part of the routine prenatal 
care, as changes in that organ may be so insidious 
in onset that the patient may be wholly unaware of 
any change taking place. 

The evidence of greatest value in determining the 
course of treatment is furnished by a careful and 
repeated examination of the eye. Puffiness of the 
eye lid, dimness of vision and chemosis should not 
be ignored. ALBERT G. SCHULZE. 





PUERPERAL INFECTION; A PLEA FOR EARLY 
OPERATION IN PELVIC SEPTIC PHLEBITIS. 
Nyulasy (Surg. Gyn. & O. B. Vol. 30, No. 3) points 
out that the erroneous causes of death so frequently 
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alleged in puerperal infection may represent mis- 
takes in diagnosis but are often due to the medical 
attendant realizing that a frank admission of 
puerperal infection may leave him open to the 
charge of having left something behind, or having 
been unclean in his work. There may be no founda- 
tion for such charges, all aseptic care having been 
used, and not a particle of placenta being retained; 
on the other hand the most scrupulously careful ex- 
amination may fail to discover whether a freshly 
delivered placenta is absolutely complete. 

The writer calls attention to the disease which 
Virchow named polypoid decidual endometritis. 
Polypoid decidual endometritis was first men- 
tioned by Virchow in 1861 in connection with 
a three months abortion in which he found 
polypoid outgrowths of the decidua suggestive of 
condylomata. In 1908 Frank Nyulasy showed that 
the disease is a relatively common complication of 
pregnancy, and is not seldom met with after full 
time labor; a fact of high importance, since, al- 
though the placenta may be expelled complete, the 
patient may nevertheless die of puerperal infection 
dependent on the polypoid placenta. It was also 
mentioned that polypoid decidual endometritis is an 
interstitial inflammation of the decidua and partly 
of the underlying muscle. The disease is a common 
cause of abortion and of adherent placenta. 


Pelvic Septic Phlebitis is the cause of 30 to 50 per 
cent of deaths from puerperal infection. 


In a patient with puerperal infection fundament- 
ally connected with the interior of the uterus, as is 
most commonly the case, the relative frequency of 
polypoid decidual endometritis as a complication of 
pregnancy and the marked vulnerability of the in- 
volved decidua to infection should be borne in mind. 
Subinvolution, which is always a feature of polypoid 
decidual endometritis indicates urgent need for ex- 
amination of the uterus. In a case of puerperal in- 
fection in which the uterus is cleared of any poly- 
poid decidua and of any adherent placenta and 
examination has failed to disclose any gross extra 
uterine lesion in the pelvis or elsewhere, the patient 
will sometimes continue to deteriorate from the in- 
fection. Here the diagnosis of pelvic septic phlebi- 
tis becomes largely a matter of exclusion. If no 
pelvic lesion can be recognized and no other septic 
focus can be discovered the author thinks he is 
justified in assuming the existence of pelvic septic 
phiebitis. The presence of localizing pain, rigors, 
or of femoral phlebitis would strengthen the diagno- 
sis. In the cases that have come under the author’s 
obsevation the thrombosed veins could not as 2 
rule be palpated, so that in such circumstances pro- 
gressive deterioration is the only really safe indi- 
cation to follow. Having then provisionally 
diagnosed thrombophlebitis, operation should be 
carried out without delay. 

The operation most commonly consists of ex- 
cision of ovarion veins and, less frequently, ligature 
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of the internal illiac vein. The author believes that 
many cases of puerperal infection can be saved by 
early operation that would die if treated on the 
lines hitherto followed. E. M. JONEs. 





TONSILLECTOMY UNDER LOCAL ANESTHE- 
SIA: George B. Jobson, M. D. (An. of Otol. Rhin. 
and Laryng, Sept., 1919. Vol, 28, No. 3) after an ex- 
perience with 325 tonsillectomies operated upon 
under local anesthesia, concludes that it is the 
method of choice in adult cases and in many selec- 
tive cases in children over 12 years of age. 

The ages of cases operated upon by local anesthe- 
sia ranged from 8 years to 55 years; the loss of blood 
in no case was over 2 ounces, the majority being 
bloodless; no case of secondary hemorrhage oc- 
curred; 75 per cent of the cases complained of no 
pain; others of slight pain during compression of 
snare; convalesence was shorter than with a gener- 
al anesthesia. 

As the author states the main factor in a blood- 
less and painless operation is the injection of the 
anesthesia. 

Blood coagulum is tested. If above normal 
calcium lactate gr. 15, t. i. d. is given for a period 
of three days. Hemophiliacs should be rejected. 
During menstrution and acute inflammation of tonsils 
the operation is not performed. 

Half an hour before operation 1/6 gr. morphine 
and 1/150 gr. atropine are given. Three or four 
applications of 8 per cent solution of cocaine are 
made on the tonsils, pharynx, soft palate and base 
of the tongue at intervals of three minutes. The 
tongue is depressed with a Pynchon depressor, the 
tonsil is grasped with forceps and drawn firmly 
toward the median line raising the gland from its 
bed and making the pillars taut. The space between 
the tonsil and superior constrictor is flooded with 2 
to 3 drams of 0.5 of 1 per cent solution of novocaine 
to which is added a few drops of 1-1000 adrenalin 
solution. This flooding forces the tonsil from the 
superior constrictor and away from the tonsillar, 
ascending and decending palatinal arteries. This 
hydraulic dissection lessens the danger of cutting 
large vessels and many nerve branches entering the 
tonsil are blocked off. 
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The technic of injection is to insert a long needle 
through the base of the taut anterior pillar, injecting 
the solution behind the tonsil. Three injections are 
likewise made from the lower to the upper end of 
the anterior pillar and a few drops are injected into 
the peritonsillar fossa. Ten minutes are allowed for 
the anesthesia to act. The tonsil is then grasped 
and drawn toward the median line. The plica is 
separated at the upper third of the tonsil with a 
Day tonsil knife; the incision is prolonged into the 
anterior tonsillar fossa and continued down to the 
inferior pole; the knife is reversed and the original 
incision carried to the posterior part of the supra- 
tonsillar fossa. The posterior pillar should not be 
separated with a knife or dissector as the snare will 
peal the tonsil from its bed. 

After freeing the tonsil a No. 8 snare wire is 
slipped over the locked forceps and with a quick 
pressure the tonsil is enucleated. The tonsillar 
fossa is swabbed with glycerite of tannin; the 
patient is returned to the room, propped up in bed 
and given pellets of ice to suck for the after pain. 

GEoRGE C. DITTMAN. 





APPLICATION OF PURE COCAINE FOR NASAL 
ANESTHESIA: A. H. Andrews, M. D. (Ill. Med. 
Jour.—Jan., 1920). In using this method of anesthesia 
the author first applies cotton saturated with 1-1000 to 
1-5000 solution of adrenalin, allowing these plegets to 
remain in position five to eight minutes. An applicator 
tipped with cotton is moistened with adrenalin solu- 
tion or water any excess being squeezed out, this 
dampened pleget’‘is then dipped into powdered or 
flaked cocain, the area to be anesthesized is rubbed 
with this small amount of cocain. If greater 
anesthesia is desired a second application is made 
after two or three mintes. Anesthesia is sufficient 
after the second application to make examination or 
begin operation. About 4 to % grain of flaked 
cocain is necessary for the anesthesia in a submucous 
resection. The advantages claimed are: it is safer 
than cocain solution; by contracting the blood vessels 
the cocaine absorption is limited; it is prompt, pro- 
found and lasting; the amount of cocaine required is 
safe and economical. 

GEorGE C. DITTMAN. 
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Education in War and Peace. Paxton. Paul B. 
Hoeber, 1920. $1.50. 
Manual of Nursing Procedure. Pope. G. P. Put- 


nam’s Son, 1919. $2.40. 

Surgical Clinics of Chicago. Feb., 1920, Vol. 4, No. 
1. W. B. Saunders Co. 

Medical Clinics of North America. Jan., 1920, Vol. 
3, No. 4. W. B. Saunders Co. 

Diseases of Infants and Children. 
Saunders Co. Vols. 1 and 2. $16.00. 

Physical Diagnosis. Da Costa. W. B. Saunders Co. 
4th edition, 1919. $4.75. 

Modern Surgery. Da Costa. 
Sth edition. $8.00. 

Orthopedic and Reconstruction Surgery. 
W. B. Saunders Co. $11.00. 


Griffith. W. B. 


W. B. Saunders Co. 
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SURGICAL CLINICS OF CHICAGO, December, 1919. 

Vol. 3, No. 6. W. B. Saunders Co. 

This volume of the Surgical Clinics of Chicago 
shows some very interesting cases, both as regards 
diagnosis and technique of handling them. Dr. 
Daniel A. Orth demonstrated how to care for these 
neglected cases of carcinoma of the breast with the 
x-ray, radium and actual cautery. The electro cau- 
tery knife is used to do the dissecting and is heated 
to a “white” heat to make the incisions, and to a 
“red” heat to do the dissection of the axilla. 

Eisendrath and Goodkind have a very instructive 
discussion on Subacute Pancreatitis. They quote 
Archibald as stating that the pancreas is rarely the 
seat of bacterial inflammation. Cultures from all 
but frank abscesses (which are rare), are usually 
sterile, and even from some of these abscesses the 
cultures produce no growth. In the etiology of the 
condition the most important sources are. 

1st. Infections from the biliary tract. This is 
the theory of Maugeret, Arnsperger and Deaver. 

The infection travels according to this view by 

the lymphatics. Archibald does not believe in 

this retrograde route because the pancreas is 


rarely the seat of bacterial inflammation, as the 
cultures are negative. 

2nd. Hematogenous Route. This theory is 
held by those who believe that Pancreatitis oc- 
curring during mumps, typhoid, etc., can be ex- 
plained on this basis. 

3rd. The necrosis is the result of direct ac- 
tion of the bile salts, and it is not necessary to 
assume an activation of the normal pancreatic 
ferments. This is the theory of Opie, Flexner 
and Archibald. It is of interest in connection 
with this theory that three conditions must be 
present before actual damage will be done 
—first a change in the bile, whereby there is 
an increase in bile salts,—second undue resistance 
at the ampulla,—and third a rise in the bile 
pressure. 
There are a number of other articles which every- 

one would be interested in reading. 

The volume also contains the index for volume III. 


W. C. CARROLL. 
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MODERN SURGERY. J. C. DaCosta, Eighth Edi- 
tion. W. B. Saunders Co. $8.00. 

DaCosta in his eighth edition of his Modern Sur- 
gery brings his previously very valued work up to date 
by incorporating in it the latest in war surgery. This 
work was revised under very adverse circumstances. 
His associates and assistants on whom he depended 
so much for help in his previous edition were away 
at war, and it was certainly a monumental task to 
sort over the many and varied articles on war sur- 
gery. The newer methods of treating compound 
fractures, skull injuries and wounds of the chest are 
well taken care of, and the charter on tetanus and 
infections is well worth reading. 

In speaking of some of the newer methods of treat- 
ment which have been put forth he says. “Every now 
and then we see a claim to a discovery of a new thing 
which turns out to be only a scientific egg from cold 
storage being offered for sale as new.” 

The vast bulk of the work is very similar to the 
previous edition, and should maintain the same popu- 
larity. W. C. CARROLL. 





PRACTICAL ORGANOTHERAPY (The internal se- 
cretions in general practice) by Henry R. Harrow- 
er, M. D., F. R. S. M. (Lond.) Glendale, Cal. 1920. 
The author, a pioneer in this study in the United 

States, has already published two other volumes on 

the subject. 

The recent volume, being intended for practical 
use, does not expatiate in theoretical discussions, 
but gives a clear outline of the endocrine diseases, 
as known so far, with a thorough classification of 
the various endocrine preparations. 

The book ends with the indication—in the different 
cases—of the reliable pluriglandular preparations, 
which Dr. Harrower himself has put on the market. 

G. VERCELLINI. 





SYPHILIS. HAZEN. C. V. Mosby and Company. $6. 

Skillfully collaborated, profusely annotated and 
wonderfully illustrated the work of Hazen and asso- 
ciated authors deserves a place in every medical li- 
brary. 

If one may single out any certain portions of the 
work for comment the chapter on the Pathology of 
Syphilis and that on Syphilis of the Vascular Sys- 
tem are particularly interesting. Much more so than 
the average text-book. 

The workmanship of the book is exceptionally 
good; the printing is clear, which makes the book 
easily read; for all of this the publishers are to be 
commended. 


E. GAGER. 
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